VOLUME 53 


BOARD OF PUBLICATION 


Robert W. Kimbro, M. D., Cleburne, 
Chairman 


G. V. Brindley, M. D., Temple 
Troy A. Shafer, M. D., Harlingen 
J. B. Copeland, M. D., San Antonio 
Byron P. York, M. D., Houston 


Denton Kerr, M. D., Houston 
President 


EDITORIAL AND BUSINESS OFFICES 


1801 North Lamar Blvd., Austin 
Telephone: GReenwood 7-9447 


C. Lincoln Williston, Executive Secretary 
Harriet Cunningham, Managing Editor 
E. Maxwell Sones, Business Manager 
Bill E. Robertson, Advertising Manager 


PRINTING OFFICES 
1114 West Daggett, Fort Worth 1 


Subscriptions: $3 per year for members; 
$6 for nonmembers; $7 for foreign. 
Single copy: 75 cents. 


Copyright 1957 by the Texas Medical 
Association. Owned and issued 
monthly by the Association. 


NUMBER 11 


NOVEMBER, 1957 


Your House of Delegates 


How often have you heard, or perhaps said yourself, 
“Politics is O.K. for those who like it, but let’s leave it to 
old Joe; he has the time and a leaning in that direction. 
As for me, I’m too busy attending to my own affairs, and 
besides it holds no interest for me”? 


By the term “politics,” you refer to the work of your 
elected county and state officers, your various county and 
state committees, as well as your House of Delegates of the 
state Association. The acts of these individuals or groups 
have a very important bearing on you individually and have 
a considerable influence on how you do “attend to your 
own affairs.” Your careful consideration of the men who 
represent you and the problems they must attempt to solve 
for you is well worth your best thought and effort. 

This is especially true of the policymaking body of your 
state Association, the House of Delegates. By this group, 
who are your representatives, decisions‘are made concerning 
many important matters. For example, it makes decisions 
pertaining to socioeconomic problems such as Texas doctors’ 
participation in Medicare, the creation of and the procedure 
of grievance committees, and many other problems of equal 
importance to every practicing physician. It sets the amount 
of your annual state society dues and checks on the method 
in which they are spent. It is your intermediate representa- 
tive to the American Medical Association, and its voice is 
loud and respected in the policy forming body of that organ- 
ization. It is the voice of Texas medicine, both to Texas 
and from Texas. It is you speaking loud enough to be heard, 
and its composition and its expressions well merit your in- 
terest and cooperation. 
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Its members should be carefully chosen. Your 
representative should have the judicial ability 
to see all sides of a problem, weigh the evidence 
presented, and arrive at the best decision possi- 
ble. He should have the desire to acquaint him- 
self with important matters under consideration 
and a sincere interest in their solutions. He 
should have the courage of his convictions and 
be willing and able to express them before com- 
mittees or on the floor of the House. In most 
instances he should be perpetuated for several 
years as experience and knowledge gained as a 
delegate renders him more valuable to you and 
to the House itself. 

In the final analysis the House of Delegates 
is composed of delegates, your county society 
representatives. The delegate is just that, your 
representative. As such he is entitled to know 
—actually he should know—your opinions and 
your county society's opinions on important 
topics. This year each county society will be 
furnished, well in advance of the meeting of the 
House of Delegates, with copies of most reso- 
lutions to be presented to it and with reports of 
most councils and committees which are to be 
made to the House. If each county society will 
select its delegates by January as specified in 
the by-laws, they can acquaint themselves with 
these problems early, present them to you as a 
county society, and have the advantage of your 
opinions in their approach to a solution. 

In some cases it is well to instruct your dele- 
gates as to their course of action. In most it is 
not entirely wise. Many angles are presented 
before the House on some important problems, 
sometimes by men whose source of information 
is greater than that in our local societies; facets 
of a problem are developed which were not 
obvious in discussion at the county level. In 
most questions it is best for your delegate to 
have the advantage of your own local opinion, 
but choose as your delegate a man of sufficient 
ability to study a problem from all angles and, 
taking into consideration his own county socie- 
ty’s feeling, still arrive at a conclusion which 
will be most beneficial to all concerned. 
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Every member of the Texas Medical Asso- 
ciation should take an interest in his House of 
Delegates, in the problems with which it is con- 
fronted, for these problems are his problems. 
If that is “politics,” he should be a politician, 
for after all, a politician has been defined as a 
“citizen in action.” 


—C. P. HARDWICKE, M.D., Austin. 


Stepping Stones 


In keeping with one of its major objectives 
—"“to extend medical knowledge and advance 
medical science’—the Texas Medical Associa- 
tion has a number of working committees de- 
voted to particular diseases or other specific 
aspects of medical science. Three of these might 
be singled out for commendation for their cur- 
rent efforts to disseminate information about 
the conditions with which they deal: the Com- 
mittees on Tuberculosis, Cardiovascular Dis- 
eases, and Cancer. 


All three of these committees, working in 
cooperation with other organizations interested 
in the same problems—Texas Division, Ameri- 
can Cancer Society; Texas Heart Association; 
Texas Tuberculosis Association; and Texas 
Chapter, American College of Chest Physicians, 
are offering programs of speakers, panels, or 
motion pictures on current diagnostic and ther- 
apeutic techniques for county medical societies. 
The Committee on Cardiovascular Diseases with 
the Texas Heart Association is publishing a 
monthly page in the advertising section of the 
Texas State Journal of Medicine on important 
facts to remember about cardiovascular condi- 
tions. The Committee on Cancer has under 
consideration the same sort of thing in coopera- 
tion with the American Cancer Society. Be- 
ginning with this issue, the Committee on Tu- 
berculosis is supplying brief “filler” articles 
which will be used from time to time under 
the heading “TB Topics” to emphasize the con- 
tinuing problem of tuberculosis and current 
means of solving it. 


TEXAS State Journal of Medicine, NOVEMBER, 1957 











Tremendous strides have been made in man- 
aging tuberculosis, cardiovascular conditions, 
and cancer, but in none of these instances can 


the medical profession stand back and consider - 


its task finished. The death rate for tubercu- 
losis has decreased, true enough, but the num- 
ber of cases of the disease has not. There are 
now about 25,000 tuberculosis patients in Tex- 
as who need medical care, and the number of 
contacts of these persons is great. Disability 
and death from cardiac disorders and from can- 
cer rank high among all causes of morbidity 
and mortality today. Not only are the Associa- 
tion’s committees to be commended for the ac- 
tive programs they have undertaken in these 
fields, but also rank and file doctors should take 
advantage of the information they have assem- 
bled so as to have an unbroken line of effective 


attack against these wasters of life and useful- 
ness. 


Your Grievance Committee 


Is it active? 

Does it function? 

Is it improving public relations? 

Will it take an objective view against a fel- 
low physician? 

Your county society has a grave responsibil- 
ity in the appointment of a grievance commit- 
tee. Upon this committee falls the important 
task of implementing good public relations for 
American medicine and the expert management 
of medical-social and medical-economic affairs 
of the community. It can, and should be, one 
of the most important committees of any county 
medical society. 

The personnel. of such a committee should 
be sincere and serious minded individuals who 
are not afraid to do their duty. They should be 
well established physicians and not concerned 
as to whether doing their work might affect re- 
ferrals in their practice. They must be persons 
of integrity and honesty but not necessarily the 
most popular nor the most prominent individ- 


TEXAS State Journal of Medicine, NOVEMBER, 1957 






uals in the society and they should have the 
respect of their colleagues. They should be cou- 
rageous and not fearful of taking a stand even 
if it proves to be unpopular and detrimental to 
their own welfare. 

The grievance committee has a tremendous 
responsibility. It begins with the community, 
and therein lies the great opportunity to im- 
prove our public relations. It also extends to 
every member of the county society, the state 
Association, and even the American Medical 
Association. We can discharge this responsibil- 
ity by sitting in judgment on our own. The 
layman is prone to look askance at a committee 
of physicians set up to judge the professional 
conduct of their fellows. Publicity will do a 
great deal in winning the confidence of the 
public. The old saying that “all physicians stick 
together right or wrong” no longer applies. 
The State Board of Medical Examiners has done 
much to restore the confidence of our people 
in physicians by throwing open their meetings 
to newspapers and encouraging them to print 
the truth. The county societies must clean their 
own ranks. The practice of passing the buck to 
a higher court is not commendable and does 
not reflect strength of character in dealing with 
our duties even though they be unpleasant. 

At the same time the committee has an ob- 
ligation to protect the physician who is unjustly 
criticized or unfairly charged with wrongdoing 
when he is innocent. 

The patient who feels he has a grievance 
should have a careful and exhaustive hearing 
before a grievance committee. Every effort 
should be made first to see if an agreement 
cannot be reached between the physician and 
the complainant. No attempt will be made to 
go into the mechanics of a grievance commit- 
tee’s operational methods, but there is one word 
of caution. In this day of increasing law suits 
against physicians it is imperative that the com- 
mittee should have a signed and witnessed au- 
thorization from the complainant to examine 
the hospital records, physician’s records, and 
other data pertinent to the case. 


After the hearing has been held, the type of 
report the committee makes is highly impor- 
tant. If the answer which the complainant re- 
ceives is short, terse, and curt, such as: “We 
find that your case was handled in a manner 
consistent with the standards for medical prac- 
tice in this community” or “We find the de- 
fendant physician not guilty of charges as filed,” 
then likely the committee has not settled any- 
thing and public relations have suffered. If a 
committee studies a case thoroughly, it should 
take up the report point by point and honestly 
make an effort to settle the grievance. Before 
the case is considered closed, a conference with 
the complainant to discuss each point in ques- 
tion is in order and is justified. A short written 
report may be best, but one should remember 
there is a patient to satisfy. To whitewash a 
procedure of this type is worse than taking no 
stand at all. 

The duties of a grievance committee should 
include recommendation of punitive action 
against a physician when needed, although dis- 
ciplinary action is reserved to the board of cen- 
sors. For the more serious offenses the cen- 
suring may be appealed to the Board of Coun- 
cilors or even to the State Board of Medical 
Examiners. 

There should be some degree of liaison be- 
tween the grievance committee and the Texas 
Medical Association and its Board of Councilors 
through the district Councilor and also between 
the committee and the Texas State Board of 
Medical Examiners. This applies, of course, to 
the more serious cases and those in which the 
complainant or plaintiff is not satisfied with the 
effort put forth at the local level. If the griev- 
ance committee of the county society would 
take a firmer stand and solve its own local 
problems, many of these cases would not be 
appealed to these higher bodies. 


The grievance committee does not want pity 
nor sympathy. 
unswerving support from their fellow society 
members. Many of the problems presented re- 
quire the wisdom of Solomon and the ethics of 


Its members do want strong 
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Hippocrates to solve. To do their job well the 
members of this committee must be fair, forci- 
ble, fearless, and be backed up with the good 
will and loyal support of every county society 
member. 


—M. C. CARLISLE, M.D., Waco. 


Location Inspected 
For Medical School 


Every physician in Texas has a vital interest 
in the provision of adequate facilities for train- 
ing future physicians in Texas. Another im- 
portant step was made, October 27-29, toward 
the doctor’s aim of establishing a medical school 
in the developing medical center in San An- 
tonio. A survey team of representatives from 
the Council on Medical Education and Hos- 
pitals of the American Medical Association and 
of the Association of American Medical Col- 
leges spent two and a half days visiting the 
facilities and assaying the interest of the citizen- 
ship of Bexar County in such a project. 


On the evening of October 27, more than 
50 leaders of San Antonio’s business and pro- 
fessional life gathered to make it clear to the 
visiting team that San Antonio will support the 
medical school and a medical center to the 
fullest. 


The visiting medical educators were im- 
pressed and pleased with the unusual variety 
and abundance of facilities. San Antonio, with 
the greatest military medical installations in the 
world, will provide a background for an out- 
standing center for medical education. 


Representatives of the Texas Commission on 
Higher Education also were present in San An- 
tonio. The entire Commission later will make 
a recommendation to the next Legislature con- 
cerning a possible third medical branch of the 
University of Texas, to be located in Bexar 
County. 

—MILFORD O. ROUSE, M.D., Dallas. 
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Presidents Page 


Can We Continue to Lead or Shall We 
Blindly Follow? 


For many generations the physician and the organizations he rep- 
resents have been leaders in matters of health. They have furnished 
wise counsel in many fields outside the healing arts. The doctor's 
educational background, his constant struggle with life and death, and 
his intimate association with people from all walks of life give him 
a broad, sympathetic understanding of many problems. 

As a result of such leadership and with the cooperation of the 
allied professions and the rest of the citizens of America, great gains 
have been made in the past 50 years. The life span has been extended 
more than 20 years. This time lost from sickness and accident has been 
reduced from 27 days per person per year to less than 7 days. Many 
diseases that formerly took thousands of lives every year have been 
virtually eradicated. 

Many millions of man-hours are given each year by the doctors of 
Texas to almost every conceivable project that promises to make his 
community a better, healthier place. They read about and discuss 
political, social, educational, economic, and religious problems, the 
solution of which will bring to their children either greater freedom 
and abundance or more controls and false promises. In one of our 
larger metropolitan areas a survey a few years ago indicated that more 
than $4,000,000 worth of work was donated by physicians for treat- 
ment of the indigent and teaching medical students. Yet such efforts 
are largely ignored individually. If these same efforts were pooled and 
the entire profession worked with intelligent planning and coordina- 
tion, the same amount of expended energy would be many times more 
effective. 

Other groups have concentrated their efforts effectively by almost 
convincing the public that it is entitled to total medical care. The 
physicians of Michigan have just completed pne of the most compre- 
hensive surveys on prepaid health insurance ever attempted in Amer- 
ica. The facts obtained are revealing and should be studied by every 
physician in America. 
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It was found that two-thirds of the people want both major and 
minor medical costs covered by prepaid insurance. More than half 
do not favor a deductible plan of insurance. It has been proven many 
times that when the individual must pay minor costs for medical care 
and the first $25 of every hospital bill, he is less likely to demand 
unnecessary care. If doctors can teach people that hospital beds cost 
from $10,000 to $25,000 each of hard earned cash and that unneces- 
sary medical care and hospital admissions only increase his premiums 
and may even price him out of the prepaid medical care market, a 
tremendous contribution will be made to the people of America. 

The method of paying for medical care is rapidly changing. Ap- 
proximately one-fourth of the people of this country can get medical 
care at taxpayers’ expense through Medicare, the Veterans Administra- 
tion, and other government programs. Although Medicare is not a 
year old and is designed for a limited number of people, new bills have 
been and will be offered to Congress to extend the same care to retired 
Army personnel, disabled social security recipients, and dependents of 
veterans. If these bills are all passed, private medical insurance will 
scarcely be needed because medicine will be almost totally socialized. 
A relatively small but well coordinated group has initiated these bills 
and will do their utmost to pass them through Congress. In too many 
instances the physicians’ advice has been neither sought nor heeded, 
but once the acts are on the statute books many well meaning indi- 
viduals among us are ready to urge the rest of the physicians to work 
our hearts out to make the plans succeed. 

What then are we to do? We must be even more zealous in our 
efforts to see that everyone gets the best medical care regardless of 
circumstances. We must strive even harder to become better informed, 
more dedicated citizens. Every physician must spend time studying 
these bills and informing his patients of their dangers. Then he and 
his patients must keep the legislators informed of their desires to keep 
the practice of medicine in America free. We must continue work as 
individuals toward a better economy, but above all we must coordinate 
our plans and work harmoniously as a group lest we lose our influ- 
ence as leaders and be left to follow blindly. 


AL ts.. Sax, 
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Therapeutic 
Use of Blood 


A PANEL DISCUSSION 


BELA HALPERT, M.D.; 

MARGARET E. ZEPERNICK; 

IVA L. BAGGETT, B.S., M.E.; 
KENNETH L. BURDON, Ph.D.; 
AUDREY A. ROBERTS, R.N.; 

WALTER H. MANNHEIMER, M.D.; 
WILLIAM L. WILSON, M.D.; 

JAMES F. McDONALD, JR., M.D., and 
CHARLES L. SPURR, M.D. 


Houston, Texas 


Dr. Béla Halpert: The administration of blood is 
at times a life-saving procedure though it is wrought 
with possible complications. For the past 50 years 
much attention has been given to discover incom- 


patibilities between bloods of different individuals © 


Dr. Halpert and his co-authors 
gave this panel discussion at the 
quarterly meeting of the Vet- 
erans Administration Hospital, 
Houston, Texas, January 17, 
1957. 





Immunohematologic factors, transfusion reactions, medical 
and surgical indications for transfusion, and use of blood de- 
rivatives, as well as the practices of procurement, processing, 
and nursing relative to therapeutic use of blood at the Veterans 
Administration Hospital, Houston, are covered. 


and to make blood transfusion a safer procedure. In 
our hospital several thousand pints of blood are used 
each year. It behooves us, therefore, from time to 
time to review and bring up to date our knowledge 
and thinking about the procedures used. This panel 
consists of the persons who are concerned with the 
procurement, processing, prescription, and adminis- 
tration of blood in this hospital. We will hear first 
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ORIGINAL 
ARTICLES 


from Mrs. Zepernick, executive secretary of the blood 
bank. 


PROCUREMENT 


Margaret E. Zepernick: There was no organized 
blood bank operating from April, 1949, to Decem- 
ber 31, 1951. The blood used during this period as 
well as that since then through 1956 is shown in 
table 1. Indicated in this table are the number of 
pints of blood that were donated each year since the 
operation of the blood bank. The cash value of the 
donated blood during the past 5 years might be esti- 
mated at $50,000. The donations, however, amounted 
to less than 20 per cent of the blood used. Some 
donations came from relatives and friends of patients 
receiving the blood and from donors who are in the 
habit of regularly donating blood. However, most 
productive have been the special drives organized by 
the Veterans of Foreign Wars and American Legion 
in conjunction with the Veterans Administration Vol- 
untary Services Committee. These drives were con- 
ducted in communities such as Port Arthur, Beau- 
mont, McAllen, and Corpus Christi, that are served by 
this hospital, and some industrial plants in Houston. 


TABLE 1.—Units of Blood Used, Purchased, and 
Donated, 1949-1956. 











Units of 

Year Blood Used Purchased Donated 
1949 . : 1,604 1,604 —_ 
1950 .. 3,447 3,447 —_ 
1951 . anne 3,530 3,530 — 
1952 . 3,859 3,272 587 
1953 .. 5 3,986 3,647 339 
1954 anal 3,811 3,005 806 
19353... ial 3,741 2,567 1,174 
1956 .. 2 . 4,034 3,070 964 
Total .. ie 28,012 24,142 3,870 





To the community where the blood was to be col- 
lected, a medical technologist, the secretary of the 
blood bank, and a doctor were detailed from this 
hospital. The community provided the donor list 
through newspaper and radio publicity and contacts 
by telephone. Also the local committee secured vol- 
unteer services of nurses, nurses aides, receptionists, 
interviewers, escorts, and extra helpers. They also 
gave refreshments for the donors and food for the 
volunteers. The location of the collections, the neces- 
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USE OF BLOOD—Halpert et al—continued 


sary furnishings, beds, linens, and other necessities 
as well as a clean-up crew were provided by the 
local committee. The collecting period was usually 
4 to 6 hours and during this time 30 to 90 pints of 
blood were drawn. The blood was placed in a refrig- 
erator, and when all of it was collected, the bottles 
were placed in insulated shipping cartons with cans 
of ice and sent to the hospital for processing and 
use. All this required a full day, starting about 8 a. m. 
and often lasting until after 11 p. m. 

Each donor received a letter of thanks over the 
manager’s signature and a blood donor’s certificate 
indicating the date of donation, his blood group, and 
his Rh factor. Each volunteer also received a letter 
of thanks for his contribution. This method of col- 
lecting has its disadvantages, the principal ones being 
the strain on the laboratory personnel and the crea- 
tion of “peaks and valleys” in the blood supply for 
the blood bank. 

Replacement of blood by the family and friends 
of patients has not been exploited adequately. This 
should be a fruitful source of blood supply for the 
blood bank. It is just as important to have replace- 
ment for 1 pint as for several pints received by the 
same patient. Information that the patient’s relatives 
may make such a contribution is not generally known. 
We ask for a replacement of 1 pint for each pint 
used and not for 2 as is customary. Steps are being 
taken to obtain more donors locally and to increase 
the donation of blood. However, this can be accom- 
plished only if everyone in contact with the patient 
and relatives impresses on them that they help the 
hospital and patients by their blood donation. Sus- 
tained and increased efforts by the veterans’ service 
organizations, appropriate publicity, and continued 
good public relations can be of immense value in in- 
creasing the number of blood donors to this hospital. 

Dr. Halpert: The figures presented indicate that 
only about 20 per cent of the blood used comes from 
donors. It is, of course, desirable to increase the 
percentage of blood obtained from this source. How- 
ever, this is not as cheap as it may seem. The work 
that is performed on the blood collected falls upon 
the laboratory service, which is not especially staffed 
for this activity. Although it is desirable that a larger 
percentage of the total blood used be obtained from 
donations, it is not our goal to eliminate the contract 
source, which has many advantages. 

Miss Baggett, serologist in charge of our blood 
bank, will tell about the processing of blood for 
transfusion. 


PROCESSING 


Iva L. Baggett, B.S., M.E.: Vacuum blood bottles 
with attached pilot tubes are used for the collection 


820 


of blood in our blood bank and by the mobile unit. 
Refrigerated blood can be transported safely in this 
manner over a 24 hour period. The major source of 
our blood supply is the commercial blood bank that 
has available an adequate and complete stock of blood 
with a 15 minute delivery time, day and night. These 
blood deliveries are made in refrigerated and insu- 
lated blood cartons. Blood received in the bank is 
grouped and the Rh type verified. Blood collected 
by our own bank is ABO grouped with two different 
potent and avid anti-A and anti-B serums by two 
technologists working independently. The blood 
grouping is confirmed by employing known group A 
and group B cells against the unknown serum, known 
as “reverse grouping,” and by the use of anti-AB, 
group O serum, for the confirmation of group O 
blood. The Rh-Hr system, as a routine, is considered 
using the Fisher and Race system of nomenclature, 
and donor blood is typed using anti-CDE serum so 
that any blood that has either C, D, or E, or any 
combination of these, is considered Rh positive. The 
Rh negative blood is cde negative, being so desig- 
nated. There is one subgroup of the D factor (D") 
almost as antigenic as the D factor itself. This variety 
may immunize the Rh negative patient, resulting in 
the formation of anti-D antibodies; hence, it is im- 
portant to exclude D" blood from the Rh negative 
list. All the Rh negative blood is labeled “D" nega- 
tive by the Coombs test.” 


In placing “safe” blood on the blood bank shelf, 
we are concerned with the dangerous universal donor 
O. We titer group O blood and consider it of low 
titer when anti-A and anti-B are below 1:200. The 
latest figures indicate that ABO sensitization in the 
newborn occurs almost 5 times as often as Rh sensi- 
tization, and that 97 per cent of transfusion reactions 
due to ABO incompatibilities occur in group O per- 
sons, particularly in Negroes. So, of late, the caution 
in transfusion services is directed equally toward the 
ABO and Rh-Hr systems. When only O blood is 
available for transfusion to either an A, B, or AB 
patient (in most instances Rh negative), and low- 
titered O blood is not available, Witebsky’s group 
specific substance A and B is attached to the blood 
bottle for inclusion at the time of administration. As 
blood group specific substance A and blood group 
specific substance B are now available separately and 
considered safe for emergency use with the universal 
donor O blood, we furnish these specific substances 
for the specific neutralization of the blood group 
agglutinins. In dire emergency, when blood must be 
administered without crossmatching, it is considered 
better practice to determine the blood group and Rh 
type and administer the type-for-type blood without 
crossmatching rather than group O blood even though 
it be of low titer. 

Compatibility studies are begun on the receipt of 
a “Request for Blood Transfusion, SF-518” form and 
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a specimen of the patient’s blood labeled with full 
name, unit number, and ward number. The patient’s 


ABO group is determined and his Rh type is tested - 


with anti-D serum so that if the patient has d present 
he receives Rh negative blood. Each time blood is 
requested for a patient, his blood group and Rh type 
are determined from the specimen submitted. If that 
is 3 times a day, it is done over each time. Our 
crossmatching scheme includes, as a routine, saline 
crossmatches to determine ABO incompatibilities, and 
the rare agglutinins to M, N, and P; these are the 
so-called major and minor crossmatches. The high 
protein crossmatch and the anti-human globulin, or 
Coombs crossmatch, complete the scheme. These 
methods are used to test for warm agglutinins to 
antigens of the Rh system and similar antibodies to 
other factors, which also are frequently of the in- 
complete variety and do not produce clumping of 
saline suspended erythrocytes. High protein methods 
of crossmatching have proved reliable in the ma- 
jority of instances. The addition of 30 per cent hu- 
man or bovine albumin in amounts to make a final 
protein concentration of 15 to 20 per cent increases 
the intensity of clumping by incomplete antibodies 
encountered in many patients. The anti-human glob- 
ulin Coombs crossmatch is used to insure compati- 
bility in special transfusion problems as certain in- 
compatibilities such as those resulting from sensiti- 
zation to the Duffy and Kidd antigens can be de- 
tected only by the anti-globulin test. We endeavor 
to perform Coombs crossmatches for patients receiv- 
ing multiple transfusions, but time is the factor in 
this case and it is our goal to perform Coombs cross- 
matches on all bloods transfused. So, for cross- 
matches to be adequate and complete, a minimum of 
40 minutes is required, and the Coombs crossmatch 
increases this time to 1 hour. Short crossmatches of 
5 to 10 minutes are noted on the “SF-518” and in- 
dicate the incompleteness of the compatibility study; 
though the crossmatch is completed for the labora- 
tory record. 

One of the latest and best aids to the transfusion 
service is the so-called Pan-O-Cell (Panel of O Cells, 
Master List), as offered by one group of workers. 
Since we can now identify 26 antibodies with anti- 
serums available, and since 206 have been identified 
as of today (there is even one V, which is found in 
Negroes), we welcome the use of this “outstanding 
panel of 8 carefully selected group O cell suspen- 
sions” which completely type the difficult and un- 
usual cases, the reactors. Reactions reported, how- 
ever slight, are tested with the Pan-O-Cell, and we 
are able to furnish “better blood” for subsequent 
transfusions. 

Blood matched for a patient is kept on the shelf 
for 48 hours unless marked “Hold” or “On Call” for 
72 hours. After this time it is reclaimed to be re- 


__ TEXAS State Journal of Medicine, NOVEMBER, 1957 


matched possibly for the same patient, or used for 
another patient before it becomes too old. There is 
one other factor, probably the most important, the 
“human or H" factor.” “This one will kill you,” 
warned the Texas Society of Pathologists in the Texas 
State Journal of Medicine. A very small percentage 
of the mistakes are technical inaccuracies; transfu- 
sion accidents are mostly due to the “H" factor.” 

As the more unusual requests are time consuming 
and must be fitted into the routine, the blood bank 
should be alerted for: packed red blood cells which 
are concentrated at the time of issuance to the ward; 
fresh blood in silicone treated bottles collected by 
the gravity method, which is reputed to give the 
best supply of platelets, platelet enriched plasma, 
and platelet transfusions per se, furnished in plastic 
bags; and washed red blood cells. 

Dr. Halpert: The laboratory service performs with 
painstaking accuracy all the known tests with all the 
precautions to provide the patient with the kind of 
blood that is compatible with his. It is, therefore, 
little to ask the doctor and the nurse and those who 
are directly concerned with the immediate adminis- 
tration of the blood to check and make sure that the 
right patient gets the right blood. 


Next, we will hear from Dr. Burdon, our con- 
sultant in microbiology and authority on immu- 
nologic problems, who will tell us about newer im- 
munohematologic factors related to blood transfu- 
sion: Rh-Hr factors and the Coombs anti-human 
globulin test. 


IMMUNOHEMATOLOGIC FACTORS 


Kenneth L. Burdon, Ph.D.: Basically, incompati- 
bilities among individual human bloods arise because 
of the multiplicity of specific antigenic components 
that erythrocytes may possess or acquire and toward 
which antibodies may be present or may be formed. 
The danger to the patient from the administration 
by transfusion of an incompatible blood is due prin- 
cipally to the fact that red blood cells are highly sus- 
ceptible to hemolysis through an antigen-antibody 
reaction. When only about one-fiftieth of their cell 
surface is coated with an antibody specific for one 
of the cell antigens, this is sufficient to activate com- 
plement, resulting in damage to the erythrocytes and 
the release of their hemoglobin. This occurs even 
if the antibody concerned is of the imperfect (in- 
complete or univalent) type. 

Following the discovery of the four basic human 
blood groups (constituting the ABO system) by 
Landsteiner and associates (1900-1902), and the 
establishment of blood typing as a routine procedure 
prior to transfusion, the incidence of hemolytic trans- 
fusion reactions was sharply reduced, of course. A 
certain number of untoward reactions were still ob- 
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served, however. Some of these were traced to varia- 
tions in the A antigen, others to the use of group O 
blood from a donor whose serum contained too high 
a content of anti-A and anti-B antibodies. Cross- 
matching revealed, however, that many reactions 
must be due to intragroup incompatibilities. The 
most important specific blood factor responsible 
remained unrecognized until 1940-1941, when Land- 
steiner and Wiener described the Rh factor, and 
Wiener and Levine, with their collaborators, inde- 
pendently established the clinical significance of this 
new antigen in relation to transfusion reactions in 
adults and erythroblastosis in infants. 


It was soon found that we had to deal not only 
with the original, newly discovered Rh factor, but 
with a group of genetically rélated antigenic com- 
ponents of red blood cells, constituting the Rh-Hr 
system. At present, the nomenclature introduced by 
Fisher and Race (1946) is widely adopted. Letter 
symbols (C, D, and E, and c, d, and e) are used for 
antigenic factors in the red blood cells; these stand 
also for the genes concerned in the hereditary trans- 
mission of these antigens. 


The capital letters C, D, and E represent the Rh 
factors formerly designated Rho, Rh’, and Rh”, re- 
spectively; these exist in reciprocal relationship to 
the Hr factors: small c, d, and e, corresponding to 
those formerly labeled Hro, hr’, and hr’, respectively. 
The erythrocytes of every person contain at least one 
(or both) of each of the three pairs of antigens D, 
d; C, c; E, e. One chromosome carrying these genes 
is inherited from each parent; thus, a person may be 
homozygous or heterozygous with respect to any one 
of the Rh-Hr factors. 


It is important to note that antibodies for the Rh- 
Hr factors do not exist naturally in human bloods. 
Such antibodies are always produced as a result of 
transfusion, or injection of blood, or escape of the 
mother’s erythrocytes into the body of the fetus. The 
antibodies which appear in the recipient of this 
strange blood are specific for antigenic factors in 
the foreign red blood cells which are absent in the 
person’s own erythrocytes. 


Fortunately there is a marked difference in anti- 
genicity (antibody-producing power) of the differ- 
ent blood factors, and hence in the frequency each 
is likely to be involved in serious transfusion reac- 
tions. Antigen D Rho, the original Rh compo- 
nent) is the most antigenic, and the one concerned 
in about 90 per cent of post-transfusion reactions. 
Sensitization of Rh negative persons to the D factor 
occurs when they are transfused with Rh positive 
blood, or otherwise come in contact with such blood, 
as by receiving an intramuscular injection, or during 
repeated pregnancies with an Rh positive fetus. Rh 
positive persons are sometimes sensitized to one of 
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the Hr factors (such as c) by similar contacts with 
an Rh negative blood. In the complex Rh-Hr sys- 
tem Wiener lists 18 major types, and numerous sub- 
types, of identifiable antigens that may be involved 
in transfusion reactions. Most important, aside from 
D and c, are E, and variants of C (C¥, C", C’) and 
of D(D"). Antigenic components of human eryth- 
rocytes, not included in the Rh-Hr system, such as 
the Kell-Cellano and Duffy factors, have been shown 
to be responsible for occasional transfusion reactions. 
Levine has stated that, as a result of possible isosensi- 
tization, a single blood sample may be incompatible 
with as many as 1,000 different samples. 


Obviously the prevention of hemolytic reactions 
depends upon the ability to detect these various red 
cell antibody reactions by laboratory tests. In prac- 
tice, it has often been found difficult to demonstrate 
intragroup incompatibilities involving some of the 
Rh-Hr factors. The difficulty arises principally from 
the fact that the antibodies formed in response to 
sensitization by the various erythrocyte antigens are 
often of the so-called incomplete type. These anti- 
bodies when absorbed onto the surface of the red 
blood cells do not change the character of that sur- 
face sufficiently to allow agglutination to occur in 
an ordinary saline suspension, as “complete” or biva- 
lent antibodies would do. However, agglutination 
may take place if the erythrocytes are suspended in 
an albumin solution. Hence tests for Rh or Hr anti- 
bodies must be carried out both in saline and in albu- 


min solutions. Even so, tests are not always positive 
by these methods when there is good reason to be- 
lieve that antibodies actually are present. This has 
been the stimulus for development of still more sensi- 
tive tests, particularly the Coombs anti-human globu- 
lin test. 


The Coombs test involves agglutination of human 
red blood cells that have become coated with anti- 
body globulin, by the action of a rabbit anti-human 
globulin serum. Coombs antiglobulin serum is pre- 
pared by injecting human serum globulin into rab- 
bits. The serum from the immunized rabbit is in- 
activated, then absorbed repeatedly with washed hu- 
man erythrocytes of all types until the undiluted rabbit 
serum no longer reacts with washed normal human 
red blood cells. This absorbed rabbit serum, contain- 
ing antibodies specific for human globulin, is the 
principal reagent of the Coombs tests and is now 
ready for use. 


To demonstrate directly the presence of Rh or Hr 
antibodies (that is, immune human globulin) on a 
patient’s red blood cells, these cells, in saline suspen- 
sion, are mixed with the Coombs anti-human globu- 
lin serum. After a few minutes’ incubation, aggluti- 
nation will occur. Or, by an indirect procedure, Rh 
positive cells are incubated in the presence of a pa- 
tient’s serum containing Rh antibodies until the anti- 
bodies become fixed upon the surface of the cells. 


TEXAS State Journal of Medicine, NOVEMBER, 1957 












USE OF BLOOD—Halpert et al—continued 


Then those prepared cells (after washing) are mixed 


with Coombs antiglobulin serum. Again, agglutina-_ 


tion should occur. 
The Coombs test has a number of limitations and 


requires meticulous attention to numerous details of 
technique. 


The use of trypsin-treated red cells, introduced in 
1947, adds another sensitive technique for demon- 
strating either complete or incomplete antibodies. 

Routine Rh testing (for the presence of the Rho 
or D factor) in a donor's blood before transfusions 
should be supplemented, in the case of donors found 
to be Rhg (D) negative, by further tests for factors 
C and E, and for D*. Only when a blood is negative 
for all these factors should it be considered “Rh neg- 
ative” for purposes of transfusion. Also, tests of 
donor and recipient's cells by available anti-Rh and 
anti-Hr serums should be carried out when the in- 
tended recipient has had previous transfusion reac- 
tions, or when crossmatching reveals unexplained in- 
compatibilities. 

Dr. Halpert: The administration of human blood 
to patients is a team procedure and in that team 
nursing service plays an important roie. Mrs. Rob- 
erts, surgical supervisor, will tell us about the respon- 
sibilities of nursing service in connection with blood 
transfusions. 


NURSING RESPONSIBILITIES 


Audrey A. Roberts, R.N.: When a physician writes 
a request for typing and crossmatching of blood for 
transfusion, the request is referred to the ward secre- 
tary, who prepares the required number of “Request 
for Blood Transfusion, SF-518” forms (1 original 
and carbon for each 500 cc.). She stamps with the 
addressograph plate the patient’s name, unit number, 
and ward number and fills in other information as to 
date and hour the blood is desired and the diagnosis. 
Forms are delivered to the ward nurse and referred 
to the requesting physician for checking and signa- 
ture. The ward nurse verifies the accuracy and legi- 
bility of the patient’s name and number on each 
form. If there is any discrepancy in name or num- 
ber, blood will not be released by the blood bank; 
therefore, requests that are not legible cannot be 
accepted. 

If the patient is able, he will be sent with his 
forms to the blood bank. If not, the blood specimen 
must accompany the requests. In this case the pa- 
tient is identified by two persons, the physician or 
technician securing the specimen and the ward nurse. 
Veterans Administration nurses may not perform 
vein punctures; consequently the nurse does not se- 
cure the specimen. The person who secures the speci- 
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men must label it clearly with the patient’s name, 
unit number, and ward number. 

If blood ‘is to be given on the ward, the nurse 
notifies the physician when it is ready and will pro- 
cure only the amount that is to be given right away. 
Blood may not be stored in ward refrigerators and 
may not be off blood bank refrigeration for more 
than 20 minutes prior to administration. When blood 
is to be given during a surgical procedure, all blood 
available for each patient scheduled for the day is 
procured and stored in the refrigerator of the op- 
erating room. All unused blood is returned to the 
blood bank at 4:30 p. m. 


Before starting a transfusion two persons, usually 
the physician and nurse, examine the papers together 
in order to verify grouping, typing and crossmatch- 
ing record, name or number of donor, full name, unit 
number, and actual identity of the recipient. Both 
sign the attached SF-518 with carbon still attached. 
Nurses may not administer blood. They may add 
additional bottles of blood only if the physician is 
present or is in the immediate vicinity to care for 
reactions if they occur. Verification of each succeed- 
ing unit of blood is also made by two persons. 

The nurse observes the patient closely during and 
following a transfusion and notifies the physician 
immediately if there are signs of reaction. In case 
of reaction, the bottle with the tubing attached is 
returned promptly to the blood bank along with the 
carbon of “SF-518” showing details of reaction. The 
nurse initiates the required VA form 10-2633, “Re- 
port of Injury of Beneficiary.” Upon request of the 
physician, urine specimens are collected at 4 hour 
intervals for 12 hours to be examined for hemo- 
globin. All completed original “SF-518’s” are placed 
in the clinical record. The nurse’s notes include nota- 
tions of blood transfusion and any pertinent obser- 
vations. 

All empty bottles with carbons of “SF-518” at- 
tached are returned from the ward or from the op- 
erating room to the blood bank by 9:30 a. m. each 
morning. If for any reason blood has been incom- 
pletely administered, it is kept sterile and returned 
immediately to the blood bank with the circumstances 
noted on the carbon of the “SF-518.” 

Dr. Halpert: The most dramatic need and use of 
blood occurs during surgical operations. Dr. Mann- 
heimer, chief of anesthesiology, will tell us about the 
use of blood during surgical procedures. 


BLOOD DURING SURGERY 


Dr. Walter H. Mannheimer: The achievements in 
modern major surgery could not have been accom- 
plished were it not for the advances in anesthesia 


and in blood banking. 


In a discussion of any therapeutic agent prevention 
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is to be considered first. Obviously blood loss can- 
not be prevented in conditions like ruptured ectopic 
pregnancy or a bleeding gastric ulcer. There are, 
however, involved surgical procedures associated with 
excessive blood loss in which prophylactic use of 
hypotensive anesthesia may be indicated. The fact 
that hypotension can be utilized to prevent blood loss 
demonstrates that hypotension, per se, during a surgi- 
cal procedure is not automatically an indication for 
alarm, blood transfusion, or other active therapy. If 
hypotension is associated with physical signs such as 
a warm and pink skin, a slow pulse, dilated veins, 
and absence of sweating, the patient can afford a 
period of hypotension unless there is known coronary 
insufficiency or renal or cerebrovascular disease. This 
then is one form of hypotension that does not necessi- 
tate immediate transfusion. 

What are the indications for blood transfusion be- 
fore and during surgical procedures? Other forms 
of hypotension, those with contracted blood volume. 
Is the surgical procedure always to be delayed until 
the blood pressure has been raised to normal by 
means of one or more blood transfusions? The an- 
swer is “No.” There are conditions which cannot 
benefit by waiting even though the waiting is for 
the transfusion to take effect. The hemorrhage must 
be stopped surgically before the blood pressure rallies 
in such conditions as ruptured ectopic pregnancy or 
a fulminating peritonitis due to a perforated viscus. 
Delay in such instances will make the shock irreversi- 
ble. Surgical correction of the cause—for instance, liga- 
tion of a spurting artery in a ruptured fallopian tube 
—will effect an improvement that is often dramatic. 

Ordinarily, blood should be replaced before the 
operation starts. Loss of one-third of the normal 
blood volume results in shock, especially during anes- 
thesia. Loss of one-half of the blood volume results 
in severe shock or death. Yet, in young healthy per- 
sons the blood pressure is often not a reliable guide 
to the amount of blood lost. Often it remains fairly 
compensated and causes confusion because a patient 
may have a fairly normal pressure though he lost 1, 
2, or even 3 pints of blood. 

What are reliable signs of blood loss requiring 
transfusion? The quality of the pulse, that is usually 
rapid, and the general appearance of the patient who 
is sweating, pale, cold, and complains of thirst and 
air hunger. Another valuable objective sign in the 
evaluation of the patient’s circulation, especially dur- 
ing anesthesia, is the skin response to blanching pres- 
sure. When it is prompt, that is a better sign than 
sluggish capillary refilling in the blanched area. 

Blood pressure readings can be a fairly reliable 
estimate of the degree of shock, if considered from 
a dynamic rather than a static point of view. A single 
blood pressure reading of 80/60 may look alarming, 
but if the trend of the pressure over a period of time 
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is up, it may allow the conclusion that the operation 
can be begun before the blood pressure has returned 
to normal. In other words, a blood pressure of 80/60 
that 10 minutes before had been 70/60 is preferable 
to a reading of 80/60 that 10 minutes before had 
been 90/60. 


Cyanosis is never a sign of blood loss. A patient 
who is anemic cannot even become cyanotic. It takes 
at least 5 Gm. of unoxygenated hemoglobin to show 
any cyanosis. A patient with a hemoglobin of 6 Gm. 
would need more than 80 per cent desaturation of his 
blood to show any cyanosis; his blood would be only 
20 per cent oxygenated before he would get blue. 

Laboratory findings may likewise be misleading: 
Before blood dilution by the body’s fluids is com- 
plete, the blood count, hemoglobin, and hematocrit 
appear normal in the face of a low blood volume. 
This dilution may take many hours, particularly dur- 
ing anesthesia. Therefore, blood volume determina- 
tions are the only reliable method of ascertaining 
blood loss. Such determinations are not always feasi- 
ble, and clinical judgment considering the general 
appearance of the patient and the extent of disease, 
injury, or surgery will have to make up for more in- 
volved laboratory procedures. 

The principal indication for transfusions is blood 
loss. Other indications are the increase of the oxygen- 
carrying capacity of the blood in chronic anemia, or 
chronically contracted blood volume caused by pro- 
longed vomiting, diarrhea, gastrointestinal bleeding, 
liver disease, or malnutrition. The belief that blood 
transfusions are contraindicated in chronic bleeders 
(such as gastric ulcers) is a fallacy. When blood is 
lost by whatever mechanism, it must be replaced. 

There is one indication that applies mostly in anes- 
thesia, namely, the raising of cholinesterase level in 
the blood. Occasionally even an average dose of suc- 
cinylcholine, a commonly used curare-like drug, will 
effect paralysis and apnea of prolonged duration. 
This may occur in patients with liver disease, in 
starvation, or after massive transfusion or exchange 
transfusions. Transfused blood, if old, does not con- 
tain much cholinesterase. There is no antidote against 
the depolarizing muscle relaxants. A healthy body 
contains enough cholinesterase to destroy enormous 
amounts of both acetylcholine and succinylcholine. 
A transfusion of fresh blood containing this enzyme 
is often the only means to stop an apnea caused by 
an absolute or relative overdose of succinylcholine, 
because cholinesterase is not commercially available. 


Contraindications to blood transfusions are, besides 
the obvious one of not having a well organized blood 
bank available, the following:. pulmonary edema, 
pneumonia, cardiac decompensation including con- 
strictive pericarditis, and advanced bilateral renal dis- 
ease. It has happened that 1 or 2 units of blood had 
to be withdrawn after operation because of incipient 
or manifest pulmonary edema. Apart from these con- 
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traindications one should keep in mind that trans- 
fused blood is a foreign body and that it may cause 
reactions. These are difficult to recognize during 
anesthesia when there are no subjective symptoms. 
The only sign may be a fall of blood pressure and 
rise in pulse, in other words, the development of 
shock. This may be associated with diffuse bleeding 
from the wound and from tissues. Often such in- 
tractable oozing is the only sign of transfusion of 
incompatible blood. Rash, chills, and fever are often 
absent and are not primarily diagnostic of a true 
reaction. The problem of citric acid poisoning dur- 
ing massive transfusion has been considered from 
time to time. Exchange transfusion techniques and 
operations on the heart and great vessels with trans- 
fusions of enormous amounts of blood have revived 
this problem lately. Very rapid transfusion of large 
amounts of blood results in an elevated citrate level 
and a lowered level of the ionized calcium. This may 
result in tetany, increased oozing, and cardiac depres- 
sion. The latter may entail persistent hypotension 
which does not respond to transfusions nor vasocon- 
strictor drugs. In such cases it may be preferable to 
transfuse decalcified blood collected by passage across 
a cation exchange resin or to use an infusion of 
packed red blood cells reconstituted in normal saline 
solution. 

As to the technique of administration of blood, 
direct transfusions have been abandoned. The grav- 
ity method of transfusion of citrated blood is uni- 
versally employed. The transfusion is ordinarily given 
intravenously, though intra-arterial transfusions have 
been used for a period of time. Since the capacity 
of the arterial tree is so much smaller than the venous 
bed, it was thought that better coronary filling is 
accomplished by the retrograde method of arterial 
transfusion. Likewise, rapid overloading of the heart 
with rising venous pressure and precipitation of con- 
gestive failure during intravenous transfusion was 
supposedly avoided by the intra-arterial route be- 
cause much less blood was infused. 

It is possible to transfuse considerable amounts of 
blood into the bone marrow, though this method is 
not feasible when transfusions of large amounts are 
needed in a short period of time. 

The dose and rate of administration varies with 
the demand. The red blood cell count is raised by 
500,000 per cubic millimeter with each 500 cc. of 
blood administered. For cases other than acute hemor- 
rhage the average dose both for adult and child is 
about 3 cc. to 5 cc. per pound given at a rate of 
about 1 pint per hour for adults and about 50 cc. 
per hour for an infant of 15 pounds. The only way 
to estimate blood loss during a surgical procedure 
besides blood volume determinations is by weighing 
the sponges and inspecting the suction bottle. All 
lost blood should be replaced with the possible ex- 
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ception of loss during pneumonectomies where a 
temporary reduction of the pulmonary vascular bed 
exists. As to the rate of administration, 500 or 1,000 
cc. can be given in 5 minutes if necessary by positive 
pressure. This necessitates precautions to avoid air 
embolism. In chest or cardiovascular operations more 
than one vein is being utilized and readied for trans- 
fusion and one person is delegated to serve exclu- 
sively as transfusionist. 

Complications of transfusions such as the ever ex- 
isting possibility of administering the right blood to 
the wrong patient or the wrong blood to the right 
patient must be avoided as well as complications of 
air embolism, pulrnonary edema, citric acid poison- 
ing, and overloading of the vascular bed. 

Dr. Halpert: It is obvious that the anesthesist 
plays an important role in the surgical team in keep- 
ing the patient alive while the surgical procedure is 
going on and after it is completed. 

With all the precautions taken in the laboratory 
and otherwise to provide the blood that is compati- 
ble with that of the recipient and with all the labora- 
tory procedures that safeguard against accidents, such 
still happen and reactions occur. Dr. Wilson will tell 
us about blood transfusion reactions. 


TRANSFUSION REACTIONS 


Dr. William L. Wilson: Transfusion reactions may 
be divided into minor reactions, for want of a better 
name, and into hemolytic reactions which are more 
likely to present difficulties. Among the minor re- 
actions should be included the febrile responses, like 
fever of only short duration. There are also those 
in which urticaria will be the only manifestation. 
The causes of these minor reactions vary and cannot 
be categorized from the type of reaction seen. The 
febrile response may well be due to bacteria which, 
as recently shown, may grow in blood bank refrig- 
erators. However, these organisms are usually not 
pathogenic, and a short febrile response is often the 
only manifestation they produce. 

The urticarial reaction may have several causes. 
One is that the donor may have eaten within a short 
time prior to donating blood, and therefore the re- 
cipient will manifest urticaria from some metabolic 
breakdown product. 


The reaction in patients who receive multiple trans- 
fusions is usually due to plasma sensitivity and is 
often characterized by both fever and urticaria. This 
can be overcome by using washed red blood cells 
and can be tested by taking plasma from a bottle 
of donor blood and injecting it intravenously to see 
if a typical response appears. If a response is ob- 
tained and the patient manifests reaction to plasma, 
washed red cells are indicated but should be used 
with caution. To wash red blood cells is a time con- 
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suming process, and there is a danger of contamina- 
tion as the bottle has to be entered on several oc- 
casions. There is a small group of patients who will 
manifest urticaria to a transfusion even though the 
patient has not had a previous transfusion. This can 
be controlled easily by giving benadryl intramuscu- 
larly. In the past, benadryl has been added directly 
to the blood; however, this is not considered safe. It 
has been’ shown that benadryl will lyse some of the 
red blood cells. When used, benadryl should be given 
to the patient intramuscularly approximately 2 hours 
before transfusion. 

The hemolytic group of reactions is what we are 
primarily interested in. These may be due to any of 
the factors that have been previously mentioned, and 
these are numerous. The most serious ones are the 
ABO group, the Rh and Hr antibodies, and the Kell- 
Duffy groups. To my knowledge, in this hospital we 
have had trouble only with the ABO and the Rh and 
Hr groups. 

I would like to comment on the terminology con- 
cerning the types of antibodies. One article speaks 
of “saline antibodies” and “albumin antibodies” while 
another of “natural antibodies” and “immune anti- 
bodies.” In the previous talks on crossmatching there 
were “saline antibodies”; that is the usual ABO no- 
menclature, but those are also referred to as “natural 
antibodies.” The “immune antibodies,” also called 
“albumin antibodies,” are more likely to cause diffi- 
culty in transfusion. This is where trouble may arise 
from using a universal group O donor. He may have 
a normal titer of saline antibodies but a very high 
titer of the antibodies that.appear only when the red 
blood cells have been coated with albumin. 

In giving a transfusion, the time that the hemolytic 
reaction will probably occur will be in the first 15 
or 20 minutes. If the patient is observed more than 
casually during this period by either a nurse or physi- 
cian and does well, there probably will be no further 
difficulty. Delayed reactions occur and can be quite 
serious but are infrequent compared to those during 
the initial part of the transfusion period. 

If the patient has a hemolytic reaction, the main 
treatment is for shock and for lower nephron neph- 
rosis. It has been suggested that these patients be 
given large doses of alkali. This is based on the con- 
cept that there is precipitation of acid hematin crys- 
tals in the renal tubules. However, in patients with 
oliguria following hemolytic reaction the urine is al- 
ready alkaline; therefore, the alkali probably will be 
of no value. If a patient has a hemolytic reaction, 
one should make sure that the pilot tube on the bottle 
of blood, the bottle of blood, and the patient are re- 
typed. The bottle of blood should be cultured for 
possible contamination. Also, the blood and serum 
should be recrossmatched. Urine and plasma should 
be saved for hemoglobin determinations. The bili- 
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rubin should be followed for the degree of hemolysis, 
and the blood urea nitrogen will serve as a measure 
of the amount of renal damage. 

Dr. Halpert: We still have two important subjects 
to cover. One of these, the medical indications for 
blood transfusion, will be given by Dr. McDonald. 


MEDICAL INDICATIONS 
FOR TRANSFUSION 


Dr. James F. McDonald, Jr.: The principal medi- 
cal indications for blood’ transfusion are restoration 
of blood volume after hemorrhage, or in shock from 
trauma or burns; the maintenance of an adequate 
hemoglobin level in anemias which cannot be ex- 
pected to respond to specific measures such as iron, 
vitamin By, and folic acid, or alternatively in ane- 
mias due to some underlying disease which cannot 
be treated effectively; and the use of blood for what- 
ever specific substances may be in it, such as anti- 
hemophilic globulin and platelets. Since Dr. Spurr 
will comment on the last of these three indications, 
I will confine my attention to the first two. 

We have to be cautious at all times against the 
twin dangers of using either too much or too little 
blood. When faced with the first of these indications, 
that is, restoration of blood volume after hemorrhage 
or in treating shock from whatever cause, we are 
likely to err on the side of giving too little blood 
since it is easy to underestimate the degree of hypo- 
volemia present. As we know, it is possible to di- 
minish blood volume by 20 to 25 per cent before 
such overt signs of shock as hypotension in the re- 
cumbent patient or even marked tachycardia occur; 
and so we have to be particularly alert to detect the 
more occult signs of blood loss, which have been well 
described by Dr. Mannheimer. 


In the second connection, the maintenance of an 
adequate hemoglobin in the face of otherwise un- 
treatable anemias, I think we are perhaps prone to 
the opposite mistake. Blood is often used more lav- 
ishly than is necessary or desirable. Dr. Wilson has 
discussed the variety of untoward reactions, some- 
times hazardous and even catastrophic, which can 
occur with the use of blood. In this connection it is 
a curious fact that Wintrobe’s “Textbook of Hema- 
tology” has 2 pages on the general discussion of in- 
dications for blood transfusion and about half a page 
on the beneficial effects of blood transfusion but 11 
pages on possible undesirable reactions to blood 
transfusion. I mention this only to emphasize that 
in using blood and, above all, in using blood for the 
treatment of chronic anemias, the physician must 
weigh very carefully possible benefits against poten- 
tial dangers. In treating acute hemolytic anemias 
blood must be used gingerly. This is true, I suppose, 
of all acute hemolytic anemias, but particularly those 
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which are extrinsic or extracellular in origin, that is 
to say, when hemolysis occurs not because of some de- 
fect in the red blood cell, but rather because of some. 
abnormal serum factor. Obviously, such a serum fac- 
tor is capable of destroying not only recipient but 
donor cells with the double effect that, on the one 
hand, the purpose of transfusion is defeated and, on 
the other, the hazard of transfusion is greatly en- 
hanced. The remark often has been made that all 
generalizations are untrue, including this one, and it 
should be pointed out that obviously we are some- 
times faced with situations in which hemolysis occurs 
so rapidly that we have to accept the risk of trans- 
fusion as being less than the direct threat of death 
from hemolysis. However, often enough if we can 
temporize, a balance may be struck between blood 
regeneration and blood destruction which pitches the 
hemoglobin, as it were, at a level which, while sub- 
optimal, is nevertheless capable of sustaining life and 
maintaining the patient in reasonable comfort. 

In treating chronic hemolytic anemias blood trans- 
fusion is not frequently indicated. We see many pa- 
tients with sickle cell disease and similar things who 
go along with a hemoglobin level of 7 or 8 Gm. 
and sometimes even lower; they get along as well as 
can be expected, and blood transfusion confers no 
real or lasting benefit. 

In the slowly developing anemias due to deficien- 
cies of various substances, iron, folic acid, vitamin 
Bys—that is to say, pernicious anemia, sprue, and 
that whole class of anemias—transfusion is almost 
never indicated, and when it is, it is not for the ane- 
mia per se but for some complication. If, for in- 
stance, a patient with pernicious anemia who has per- 
haps 5 or 6 Gm. of hemoglobin has to be operated 
on, then an indication for transfusion would exist, 
but for the anemia per se, blood is almost never 
indicated. 

In those numerous chronic anemias due to some 
underlying disease—chronic infection, chronic neph- 
ritis, renal insufficiency, and so forth—there are only 
two methods of therapy; one, of course, is successful 
attack on whatever disease process underlies the ane- 
mia and the other is transfusion. Often we find our- 
selves in the position of being unable to treat suc- 
cessfully the underlying disease, and then we have 
to resort to transfusion; we have no choice. The same 
remarks apply to aplastic anemia. In the aplastic 
anemias our hand is forced—we have nothing to do 
other than to transfuse the patient in order to keep 
him going, so to speak, in the hope that there may 
be spontaneous remission of whatever disease process 
is causing the bone marrow aplasia or, failing this, 
to keep the patient in as. much comfort as possible 
during what time remains to him. 

The anemia of leukemia we regard by and large 
as preponderantly hemolytic in origin; certainly in 
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chronic lymphatic leukemias the anemia is usually 
hemolytic; and we handle these anemias much as we 
handle other chronic hemolytic anemias. In acute 
leukemias we try to keep the hemoglobin level at 
about 11 Gm., in chronic leukemias we aim at a 
somewhat lower level. It might be thought offhand 
that blood transfusion would be indicated in granu- 
locytopenia, but granulocytes have an extremely short 
survival after withdrawal from the donor's blood 
stream, and therefore the use of transfusion for sup- 
plying absent white blood cells is purposeless. 


Dr. Halpert: Conservatism in the use of blood 
is commendable. Apparently, we often underesti- 
mate the bone marrow’s capacity for supplying some 
of the needed cells and are rushing and overdo the 
administration of blood. 

The last speaker on our panel is Dr. Spurr, who will 
tell us about the therapeutic use of blood derivatives. 


BLOOD DERIVATIVES 


Dr. Charles L. Spurr: There are about eight blood 
derivatives used commonly. I will list these and men- 
tion a few of the advantages and disadvantages of 
their use. The first have already been referred to, the 
red blood cells per se, either washed or packed. This 
has the advantage of giving hemoglobin in small 
volume and thereby not overexpanding the patient's 
total blood volume with the consequent complica- 
tions which may ensue. This is particularly important 
in the aged and in persons who have had sudden loss 
of blood. The technique, however, is fraught with 
dangers. It must be remembered that the agglutino- 
gens are not removed and that the exposure of the 
blood may introduce bacteria, as has been mentioned 
already. Studies are under way to improve the prepa- 
ration of red blood cells for transfusion by freeze-dry 
technique with protective solutions such as dextran. 


The second most commonly used blood derivative 
is plasma. This has fallen into some disrepute re- 
cently and has its use primarily in replacing blood 
volume rapidly. Its chief disadvantage, however, is 
that it may contain the causative agent of disease, 
particularly hepatitis. Efforts to remove this hazard 
have not been entirely successful. The greatest dan- 
ger of infection is from the person who is a donor 
for a commercial blood bank. The results of efforts 
to use radiation have been controversial. Some in- 
vestigators believe that ultraviolet irradiation is effec- 
tive; others believe it to be ineffective. One of the 
approaches that has been sponsored by J. G. Allen 
is the storage of plasma, and in his limited study it 
appeared that the infectious agent was destroyed in 
storage. Many of the manufacturers now are seizing 
upon this and point out that it is some months be- 
tween the time their plasma is prepared and deliv- 
ered. The chief advantage of plasma is its immediate 
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availability. Plasma is being increasingly displaced 
by dextran solutions, and it appears that in the future 
plasma will be used more conservatively. Plasma is 
occasionally used to increase the oncotic pressure of 
the blood in an attempt to mobilize extracellular 
fluid. This is, however, of only transitory benefit. 

The third blood derivative is albumin. Purifica- 
tion and separation of the plasma components is one 
of the outgrowths of the work of Cohn and his team 
at Harvard during the war. They have developed 
techniques, most of them a combination of organic 
solvent and buffer plus the use of temperature, in 
the differential separation of the plasma components. 
Albumin has been used and accepted widely, and be- 
cause it can be prepared in a salt free preparation, 
it is free of the pyrogenic agents that may be ab- 
sorbed in the globulins and it, too, can exert a strong 
oncotic effect rapidly. It should not be regarded as 
a nutritionally effective method of replacing plasma 
proteins. This has been demonstrated repeatedly, 
especially in nephrotic patients in whom protein loss 
may be rapid. 

The fourth derivative is platelets. The use of 
platelets is one of the striking advances in transfu- 

sion technique. This, too, has been referred to earlier. 

From a practical point of view the use of silicone 
protected equipment or the use of plastic bags has 
had the advantage of protecting the platelets from 
agglutination and thereby maintaining the coagula- 
tion system as it was in the circulation. Another im- 
provement has been the use of platelet concentrates. 
These have the disadvantage, however, of being 
rather laborious in preparation, and it is doubtful 
whether this labor is indicated in view of the sim- 
plicity of the use of siliconed equipment. 

This, then, is a technique which would be used to 
control bleeding in the bleeding dyscrasias, and it is 
restricted to acute situations. The reason for this is 
that there are at least 11 and possibly more platelet 
types, and immunization against these types will lead 
to further thrombocytopenia; our experience corrob- 
orates this. We had one patient who usually had a 
platelet count of around 10,000; however, he did not 
bleed and that seems to be one of the things that 
has been observed repeatedly in these patients who 
develop platelet agglutinins in this manner. 

The fifth blood derivative widely used and very 
important is fibrinogen. This is particularly impor- 
tant in obstetrical practice where occasionally fibrin- 
olytic hemorrhagic disease has occurred, thought to 
be related to disease of the placenta releasing fibrin- 
olysin into the circulation. In these patients fibrin- 
ogen can neutralize the fibrinolysin and correct the 
disorder in a matter of minutes. 

The sixth substance that has been used rather wide- 
ly is thrombin. As commercially available, thrombin 
is from bovine blood and is used only in topical ap- 
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plication. Human thrombin has never been widely 
prepared. 


The seventh substance is the globulins. The pri- 
mary globulin in the control of bleeding is the so- 
called antihemophilic globulin. This was one of the 
discoveries of the Cohn laboratory during World War 
II and was used extensively at that time and in the 
few years following. The disadvantage in the puri- 
fied state is not only the expense but also that with 
prolonged use the patient may develop circulating 
anticoagulant. Most commonly, fresh lyophilized 
plasma is used to give the antihemophilic globulin 
effect. This material should be used to stop bleed- 
ing but not to maintain the clotting time at normal. 
These persons have a prolonged clotting time through- 
out life, and we cannot expect to give them enough 
lyophilized plasma to keep this clotting time near 
normal; it is used to bring the bleeding under control. 

The eighth item and most widely used perhaps 
is the gamma globulins. The most compelling indi- 
cation for the use of gamma globulin is in the newly 
pregnant woman who has been exposed to rubella. 
Here it should be given because of the possible com- 
plication of the child developing congenital cataracts 
if the mother contracts the disease. It is also used 
both as a prophylactic in mumps and poliomyelitis, 
and has been used in infectious hepatitis. 

Dr. Halpert: Before closing, I would like to thank 
everyone on the panel for his efforts and for his 
learned presentation and also want to thank the audi- 
ence for its patience. 


» Dr. Halpert, 2002 Holcombe Blvd., Houston 31. 


Reversionary Trusts 
Save Doctors’ Money 


The reversionary trust is available to doctors who would 
like to reduce their federal income tax by investing their 
money in a trust that would make the income payable to and 
taxable to the beneficiary. The reversionary trust differs 
from the standard trust in that the body of the trust reverts 
back to the donor after a period that cannot be less than 10 
years. 


The trust enables a person who does not need the income 
from investments to divert that income to a beneficiary for a 
period not less than 10 years, and, after that time, receive back 
his original investment. The beneficiary also is made respon- 
sible for the tax meaning there will be no tax at all because 
of the beneficiary’s normal tax exemption. The trust is ideal 
for parents with young children who will later go to college 
and for those who have dependents with littl or no income 
of their own. 


Trusts of at least $5,000 are advisable for there is usually 
a minimum charge made for the administrative work of the 
trust officer (usually between $25 or $50 annually). The 
donor should select a trust with care for investments that 
results in lower taxes usually are carefully examined by the 
Internal Revenue Department. 


Further information may be obtained by writing Dow 
Theory Forecasts, Inc., Hammond, Indiana. 
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Protein 
Nutrition 


In Pregnancy 


GLENN TERRY, M.D. 


Dallas, Texas 


T IS THE PURPOSE of this paper to reemphasize 
the extreme importance of protein in the diet of 
the pregnant woman and to suggest one method that 
may improve the nutritional status of such persons. 
Certainly, the adult pregnant woman faces a truly 
formidable task to meet the requirements for tissue 
synthesis demanded of her. It has been estimated that 
a woman bearing and nursing six children between 
puberty and age 45 years will have synthesized the 
equivalent of 100 per cent of her body weight.’ The 


The administration of a lysine-vitamin preparation is found 
to be a valuable aid for the obstetric patient. In a controlled 
random series, those given the dietary supplement had signifi- 
cantly higher mean levels of hemoglobin throughout pregnancy 
and at 3 days post partum, did not develop signs of preec- 
lampsia, and demonstrated impressive relief of chronic fatigue 
and increased feeling of well being. 


obstetrician must be cognizant of the nutritional sta- 
tus of his patient and make every effort to avoid com- 
plications which might result from nutritional deficits. 
Whereas the importance of adequate calories, fats, vita- 
mins, and minerals is not to be minimized, their in- 
clusion in the average diet of pregnancy is more easily 
attainable than the necessary high quality protein. 
The importance of an adequate intake of protein 
in the diet of a pregnant woman has been long recog- 
nized. In 1887, Charpentier agreed with others that 
a low albumin level in the blood was responsible for 
eclampsia. The role of protein in eclampsia and other 
toxemias of pregnancy remains controversial, but 
there is increasing evidence, on the basis of latge, 
statistically significant series, that hypoproteinemia is 
an important contributory factor in such complica- 
tions. Holmes? found the toxemia incidence of a 
group of women taking low protein diets to be twice 
that of a similar group on high protein diets. Tomp- 
kins* emphasized the frequency of protein and vita- 
min deficiencies in women. He found in a series of 
654 unselected pregnancy cases that the average pro- 
tein daily intake was 55 Gm. In a control group of 
170 women receiving 65 Gm. of protein per day, 
there was a 4.12 per cent incidence of toxemia. A 


Dr. Glenn Terry, attending staff member in obstetrics and 
gynecology at Baylor Hospital, is in private practice im Dallas. 
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second group receiving 115 Gm. of protein daily 
showed only a 0.63 per cent incidence. The impor- 
tance of an adequate nutritional status both during 
pregnancy and prior to its onset was stressed. Mention 
also should be made of the excellent presentations 
on this subject by Burke and his associates.*: 5» % 7 § 
They not only demonstrated the relationship of pro- 
tein to pregnancy but presented data on the influence 
of an adequate protein diet on the condition of the 
infant. Less than 75 Gm. of protein daily during the 
latter part of pregnancy was reported to result in chil- 
dren who were shorter and lighter and who had a 
low pediatric rating. The diet of the mother, there- 
fore, is of importance not only to the progress of the 
pregnancy but also to the health of the infant.® 1° 


A high protein diet is important in other respects 
to the obstetrician in private practice. Cannon and 
his associates! 1* in their experiments demonstrated 
that adult animals subjected to prolonged protein un- 
dernutrition exhibited a profound decrease in their 
antibody formation and resistance to infection. Since 
antibodies are produced from gamma globulins which 
in turn are synthesized from polypeptides, such a find- 
ing is not surprising. Resistance to infection depends 
largely on the supply of phagocytes in the blood, and 
both low quality and low quantity protein has been 
shown to depress phagocytosis in growing rats.'*: 14 
Increased susceptibility to shock’®:1® and delayed 
wound healing’* also have been attributed to the 
presence of hypoproteinemia. 

Unfortunately, although the need for adequate pro- 
tein in the diet of the pregnant woman is well recog- 
nized, no unanimity of opinion exists regarding the 
optimum daily requirements. Amounts from 70 to 
120 Gm. daily are recommended,'® 1% 2° with the 
National Research Council*! suggesting 80 Gm. daily 
in the third trimester of pregnancy and 100 Gm. dur- 
ing lactation. It should be noted, however, that these 
recommendations apply only to persons in a good 
nutritional state. Since it has been shown that only 
10 per cent of the women in one series were con- 
suming 85 Gm. or more of protein during their ini- 
tial obstetric visits, it is dubious if many patients can 
be classified as receiving adequate protein. Further, 
this is of consequence not only in clinic patients with 
low incomes, since Mark®* has reported that ignor- 
ance of nutrition principles and individual prefer- 
ences for low quality protein foods may lead to in- 
adequate protein nutrition even in relatively high in- 
come groups. Many authorities have recommended 
that two-thirds to three-fourths of the total protein 
ingested should be of high quality animal source for 
children and adolescents, and for pregnant and lac- 
tating women.*: *4, 25, 26,27 Faced with the problem 
of insuring adequate protein for the health of the 
mother and the fetus, the obstetrician must view the 


dietary requirements qualitatively as well as quanti- 
tatively. 
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Whereas high levels of animal protein are desira- 
ble, they are frequently unattainable because of finan- 
cial burden, personal likes, and dietary habits. If the 
quantities of protein cannot be increased, available 
methods of improving the quality of protein become 
of prime concern. 


LYSINE SUPPLEMENTATION 
FOR IMPROVING PROTEIN QUALITY 


For some time the nutritionists have contended 
that not only must the protein anabolic centers of 
the body have adequate amounts of essential amino 
acids presented to them for tissue synthesis, but amino 
acids must be available in the proper proportions. 
These workers stress that the correct proportion of 
the amino acids is more important than the total pro- 
tein intake.?®: 2% 39, 31 

Recently, Albanese and his co-workers®* ** have 
demonstrated that most proteins, with the exception 
of meat products, are deficient in lysine, and that 
lysine, added to the diet of malnourished children, 
produces an increase in body weight, total plasma 
proteins, and nitrogen retention. They attribute the 
increase in protein utilization to the change in the 
proportion of the amino acids available to the pro- 
tein anabolic centers for tissue synthesis. Similar re- 
sults were obtained in malnourished elderly women 
convalescing from acute episodes of cardiovascular 
decompensation.** 


Medical literature contains considerable evidence 
that adequate protein intake is important for hemo- 
globin formation. Lynch and Snively*® have found 
that the anemia of undernourished children did not 
respond to massive doses of iron. Higher intake of 
protein with iron quickly corrected the hemoglobin 
levels. Cannon** recommended the intake of high 
quality protein for regeneration of plasma protein 
and of hemoglobin in humans. Keys and associates** 
indicated that the hemoglobin level is a better index 
than plasma protein levels in the detection of pro- 
tein undernutrition. 


It was decided, therefore, to conduct a therapeutic 
trial with lysine supplementation in a selected group 
of pregnant women who exhibited low hemoglobin 
levels despite adequate intake of supplemental iron. 
These cases are by no means rare, and whereas iron 
therapy prevents further decrease in hemoglobin lev- 
els, the patients continue to remain in a state of 
mild or frank anemia. Unfortunately, since hydremia 
of pregnancy reduces the level of hemoglobin, values 
of 70 to 80 per cent have come to be accepted as 
normal. Fisher and Biggs*® protested such acceptance 
and stated that “low hemoglobin levels are undesira- 
ble and unnecessary.” 


830 


RESULTS AND CASE REPORTS 


Twelve pregnant women who had consistently 
demonstrated hemoglobin levels less than 10.5 Gm. 
per 100 cc. of blood; in spite of adequate vitamin and 
iron intake, received a diet with supplementary lysine. 
The product used* provided 200 mg. of 1-lysine at 
each meal or a total of 600 mg. per day. The patients 
continued to receive adequate iron supplementation. 
In each instance there was a prompt and often dra- 
matic rise in hemoglobin level. The following case 
reports are typical of this series. 


CASE 1.—Mrs. R. B., para 1, gravida 1, was 3 months’ 
pregnant on her initial visit May 26, 1956. With a hemo- 
globin of 9.3 Gm., iron was prescribed. On July 7, the 
hemoglobin was 10.1 Gm., and on August 10 it was 10 Gm. 
Iron preparation was continued plus Cerofort. Hemoglobin 
on September 21 was 11.6 Gm. November 10 a 7 pound, 
2 ounce boy was delivered with no complications. Novem- 
ber 13 the patient’s hemoglobin was 11.8 Gm. 


CASE 2.—Mrs. S. V., para 3, gravida 3, gave a history of 
low hemoglobin values during previous pregnancies despite 
iron therapy. Hemoglobin at the initial visit on June 16, 
1956, was 9.3 Gm. per 100 cc. of blood. Mol-Iron and 
Cerofort were prescribed throughout pregnancy. Her month- 
ly hemoglobin value ranged from 11.4 to 11.8 Gm. A 6 
pound, 11 ounce girl was delivered December 28. The 
patient’s hemoglobin January 2 was 11.7 Gm. 


CASE 3.—Mrs. M. R.’s initial hemoglobin was 8.3 Gm. 
Iron was prescribed, and on May 16, 1956, the hemoglobin 
was 9.1 Gm.; on June 22, 9.1 Gm. Cerofort was prescribed, 
and on July 18 her hemoglobin was 11.2 Gm. On October 
30 twins were delivered, a boy 5 pounds, 10 ounces and a 
girl 5 pounds, 7 ounces. January 3, the patient’s hemo- 
globin was 12.3 Gm. 


In addition to the rise in hemoglobin levels in this 
series of patients, the subjective changes, so important 
to both clinician and patient, were impressive. It was 
decided to study lysine supplementation of the diet 
in obstetric patients for a period of 1 year. Every 
third patient was used as a control, receiving only 
the usual routine of a prenatal vitamin preparation 
and adequate amounts of iron. All others received 
the same amounts of iron together with a lysine- 
vitamin mixture. Selection of patients for each series 
was entirely random so that from an economic and 
social standpoint, each group represented a good cross- 
section of a private obstetric practice. The number of 
control cases was reduced by the exclusion of 14 pa- 
tients who continued to exhibit unusually low hemo- 
globin values despite the intake of adequate iron and 
vitamins, and in whom it was deemed advisable to 
administer the lysine preparation as well. All except 
2 of these patients exhibited prompt elevation of 
hemoglobin. Two hundred four patients received the 
lysine preparation throughout pregnancy, and 92 
women were carried through their pregnancies on 
the usual office routine but with no lysine. 

Whereas it is recognized that no therapeutic pro- 


*Cerofort Tablets, White Laboratories, Kenilworth, N. J. 
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cedure can be evaluated by subjective response, the 
results in this study are important to the obstetrician 
and deserve mention. The office staff volunteered 
the information that they were able to “spot” the pa- 
tients in the “lysine” group. Especially during the 
first trimester, the lassitude and chronic fatigue so 
frequently encountered were usually not evident in 
the patients who received the lysine product. Their 
increased feeling of well being throughout pregnancy 
was impressive. Furthermore, it was our impression 
that the postpartum convalescence of these patients 
was superior to the untreated group. 

During the year this study was under way, 7 pa- 
tients developed symptoms of preeclampsia. Six of 
these were in the control group (no lysine) and 1 
presumably on lysine supplementation. On investiga- 
tion it was found that this single patient had not fol- 
lowed dietary recommendations and had not taken 
the prescribed supplement. Therefore, in this lim- 
ited series, no patient on the lysine product exhibited 
symptoms of preeclampsia. 

Objectively, the results of the hemoglobin determi- 
nations confirmed the observations made in the pre- 
liminary series. Uniformly the women in the treated 
group exhibited higher hemoglobin values through- 
out pregnancy and at 3 days post partum than did the 
control group. For example, among the women re- 
ceiving lysine, the average hemoglobin value at the 
end of the seventh month of pregnancy was 11.8 Gm. 
per 100 cc. as compared with 10.2 Gm. per 100 cc. 
in the control group. In addition, values in the un- 
treated group varied much more widely. It would 
have been preferable to obtain simultaneous hemat- 
ocrit values on all patients, or even better, total 
hemoglobin mass as recommended by Lund.®® Such 
procedures were not practicable in a busy office. 
Lacking such definitive data, I made an effort to 
include a sufficient number of patients in a controlled 
study to give some indication of the value of lysine 
supplementation in the diet of pregnant women. It 
can be argued that many women with marginal or 
frank anemias have been known to complete success- 
ful pregnancies. Although this is true, it should not 
serve as an excuse for failure to prepare the patient 
by every possible means at our disposal to reach term 
with her full complement of hemoglobin so necessary 
to withstand the blood loss of delivery. 


SUMMARY 


The value of adequate protein both qualitative and 
quantitative in pregnancy has been reviewed. 

The results of a year’s study with a dietary supple- 
ment containing the essential amino acid lysine in a 
controlled series of patients is presented. Objectively, 
the treated series of patients had significantly higher 
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mean levels of hemoglobin throughout pregnancy and 
at 3 days post partum than did the controls. No pa- 
tient receiving lysine developed signs of preeclampsia 
as compared with 6 cases in the untreated series. Sub- 
jectively, all patients treated demonstrated impressive 
relief of chronic fatigue and increased feeling of well 
being. 

There is evidence that the administration of the 
lysine-vitamin preparation is a valuable aid in pre- 
paring the obstetric patient for parturition. 
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Endometriosis 
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WILLIAM F. GUERRIERO, M.D., F.A.C.S., 
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Dallas, Texas 


XTERNAL endometriosis is a disease entity of 
theoretical etiology that is progressive in its in- 
volvement of the female generative tract, with spread 
to other tissues and organs of the body producing 
varying degrees of patient incapacitation and a high 
rate of infertility. 
A series of 254 consecutive microscopically proven 
cases of external endometriosis in a period of Janu- 


Dr. William F. Guerriero and his 
co-author, from the Department 
of Obstetrics and Gynecology, 
Truett Memorial of Baylor Uni- 
versity Hospital, presented this 
paper for the Section on Obstet- 
rics and Gynecology of the Texas 
Medical Association April 30, 
1957, in Dallas. 





A review. of the present concepts of endometriosis is given 
with the analysis of 254 cases from Baylor Hospital in Dallas. 
The review is concerned with the physician’s practical manage- 
ment and diagnosis of this condition, which is becoming more 
prevalent and more of a problem. Some newer concepts of 
the management of endometriosis and their acceptance in 
gynecologic circles are given. 
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ary 1, 1952, to January 1, 1957, from Truett Me- 
morial of Baylor University Hospital, Dallas, has 
been reviewed to form the basic clinical material of 
this publication. 


This clinical entity is a more common gynecologic 
condition than generally appreciated. Siegler’® re- 
ported a laparotomy incidence of 8 per cent, 
Schmitz!® 10 per cent, Gray 29.3 per cent, Payne 10 
per cent, McCall!* 16 per cent, Depp and Pope® 
12.8 per cent, and Meigs'® 35.5 per cent in 800 con- 
secutive private cases and 8.1 per cent of 800 con- 
secutive ward cases. Johnson’ reported 898 cases of 
external endometriosis from 13,866 major gynecologic 
operations for an incidence of 6.5 per cent from 
Touro Infirmary of New Orleans, which is a private 
institution like Truett Memorial. During our tre- 
viewed period 5,515 laparotomies were performed 
with 254 cases of external endometriosis giving an 
incidence of 5 per cent. These cases approximated 
90 per cent private and 10 per cent ward. The inci- 
dence of ward cases has in every series reported been 
low in comparison to private cases. Such is true in 
our study with only 6 ward cases. Even more dis- 
torted and without known reason is the low inci- 
dence always reported in Negro patients. McCall's!” 
series is the most representative with an incidence of 
0.18 per cent of 36,227 Negro patients and 0.3 per 
cent of 22,200 white patients admitted to Charity 
Hospital of New Orleans. In these 254 cases 10 
or 4 per cent were Negro and 244 or 96 per cent 
were white, though figures for the number of Negro 
and white admissions are not available in our series. 

This is a disease predominantly of young women 
though it commonly is present in all ages. Henrick- 
son!? in 1,000 cases noted 82 per cent to occur be- 
tween the ages of 30 and 45 years whereas in this 
series 168 cases or 67 per cent, occurred prior to age 
40 and 86 cases or 33 per cent after age 40. 

External endometriosis is associated with a high 
incidence of infertility. Cavanagh? reported infer- 
tility twice the normal frequency in marriages prior 
to age 30 years and nine times more frequently in 
marriages after age 30. Gray noted an infertility 
rate of 45.5 per cent, and Counseller* reported rates 
varying from 29 per cent to 60 per cent. Of our 
254 patients 239 were married with 134 or 56 per 
cent childless. Prior to age 40 there were a total of 


158 patients with 85 or 53.7 per cent childless and 
after age 40 a total of 81 cases with 49 or 60 per 
cent childless. The etiology of the infertility is not 
clearly understood. Te Linde and Scott?® found pat- 
ent tubes in 89.5 per cent of their patients tested 
and did not believe this the cause of the infertility. 
Dockerty® and Meigs'* expressed the belief that fixa- 
tion of the tubes and ovaries causes a loss of inter- 
play between the ovary and tube with a consequent 
inhibition of passage of the ovum. Depp and Pope® 
operated on 85 patients with early external endome- 
triosis, all with patent tubes determined by salping- 
ography, who were infertile, with a success of 70.5 
per cent by conservative surgery. In a personal com- 
munication he was unable to explain the good results 
except possibly by the promotion of better ovum 
passage in the tube. Meigs!* has recommended earlier 
marriage with earlier childbearing to prevent infer- 
tility developing in potential cases of endometriosis. 

Symptomatology is variable irrespective of the lo- 
cation or extent of the disease. The characteristic 
progressive, severe, incapacitating dysmenorrhea is 
not always present and as such was noted in only 
46 per cent of our cases. Varying types of pelvic pain 
from a constant or intermittent dull ache in one or 
both sides, dyspareunia, dysuria, rectal tenesmus, pel- 
vic pressure, and low backache were noted in 19 per 
cent of our series. The cause of the pain has been 
debatable. It always has been assumed that the cyclic 
breakdown of ectopic endometrium with bleeding 
into blind pockets causes the pain. However, Sturgis 
and Call’® disputed this. Since fibrosis about the 
lesion occurs, they believed this is not caused by in- 
vasion by the endometrium but a foreign body re- 
action of the host tissue varying with the activity 
of the endometrium. Fibrotic encapsulation of the 
irritable foci will depend on their relation to the 
serous surface of the peritoneum. Superficial areas ex- 
pand outward, do not encapsulate, and hence do not 
cause pain. Deep lesions become bound in fibrotic 
walls, and if functional activity persists, the increased 
tension within the unyielding scar produces pain. 
They estimated it may take years to produce such 
fibrotic capsules; hence the peak incidence of symp- 
toms is usually after age 30. Menses aberration most- 
ly in the form of excess and prolonged flow was 
noted in 18 per cent. In 17 per cent there was a com- 
plete absence of any symptoms. This is not fully ap- 
preciated, and one must realize endometriosis can be 


TABLE 1.—Symptoms in 254 Cases of Endometriosis by Age Groups. 


7—To 29 Yr— 
% 
03 
Dysmenorrhea 16 
Menses aberration ................ 02 
Without symptoms ... 03 


24 


39-39 T— 


740 Yr. and Up c= 
No. % No. % No. .,.. % 


28 11 14 06 49 19 
47 19 30 11 17 46 
12 04 . 27 10 45 18 
21 09 15 06 43 17 


108 43 86 33 254 100 
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extensively present without symptoms being present. 
In many instances in this series one noted the surgi- 


cal findings of extensive pelvic endometriosis with- © 


out any symptoms being present. Rectal bleeding 
occurred in approximately 1 per cent of our series 
in the group listed under pain. Table 1 gives a de- 
tailed analysis of symptoms. 

The pelvic bimanual findings are also variable ir- 
respective of the degree of symptomatology. There 
may be only thickening or nodulation of the utero- 
sacral ligaments with excessive tenderness which is 
exaggerated premenstrually and at menses. Or there 
may be complete fixation of the pelvic viscera with 
palpable masses and retroversion of the uterus with 
acute tenderness resembling pelvic inflammatory dis- 
ease. In between these extremes one may note vary- 
ing findings on examination resembling other gynecic 
disease. In many instances the findings are better 
detected by rectal examination at which time involve- 
ment of the rectovaginal septum or the rectum by 
hard, irregular masses also may be detected. In gen- 
eral the findings may resemble any of the common 
gynecic diseases, and when the rectum is involved, 
the disease may be more like carcinoma than carci- 
noma itself. 

With symptoms and physical findings being so 
variable, it is thus natural to expect a low incidence 
of correct preoperative diagnosis unless one becomes 
“endometriosis conscious” and suspects the diagnosis 
when any of the aforementioned symptoms and find- 
ings are present. This is especially true in the in- 
fertile patient. In our series a correct preoperative 
diagnosis was made in 98 cases or 39 per cent. Of 
the 156 or 61 per cent missed diagnoses one can note 
from table 2 that neoplasms of the uterus and ovary 


TABLE 2.—Admission Diagnosis in 156 Cases of 
Unsuspected Endometriosis. 


Diagnosis No. % 
Myoma..... Buckie ashes ie ee 28 
Ovarian neoplasm BPS hes Pare itd 57 aT 
Myoma and/or neoplasm ovary . a ansaid Cae 14 
Menses aberration (hyper) OP os 15 10 
INC te ey ic 8 als 04 


Appendicitis ..... 
Ruptured follicle . 


04 
005 


7 

6 

1 
Small bowel obstruction................. 1 005 
PN MEIN 8 ose 5 isi cce aon aid oso gS 1 005 
Inguinal hernia ..... searesnre seb ea i 1 005 
Cerin CARCIDOMS 4... 5 ic es 1 005 
Corni GHECAONNR 5. ck es 1 005 
ER Re het ee, Pe es ii is 5 lat 156 100 


separately or combined accounted for 122 cases or 
79 per cent. A greater suspicion of endometriosis 
should be realized if one remembers that rarely will 
ovarian or uterine neoplasms produce any symptoms 
of note. Concomitant disease of the pelvic organs 
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may be present with endometriosis. From table 3 it 
is noted that 69 cases or a 27 per cent incidence of 
concomitant disease was present. Among these were 
3 cases of malignant ovarian neoplasms, all serous 
papillary adenocarcinoma in women ages 41, 42, and 
45 years with carcinoma being separate from the en- 
dometriosis present in the ovary. Green and Enter- 


TABLE 3.—Concomitant Disease with 254 
Cases of Endometriosis. 


Disease No. % 
Myoma...... ven. 18 
Benign ovarian neoplasm 10 04 
Malignant ovarian neoplasm 3 01 
Cervix carcinoma . 3 01 
Uterus carcinoma 1 005 
Tube carcinoma . 1 005 
Salpingitis . bo 4 015 
Ectopic pregnancy 1 005 

Totals 69 27 





line® recently reported 2 cases of malignant transi- 
tion in endometriosis which met Sampson’s criteria. 
These 2 plus 22 they collected from the literature con- 
sisted of 12 adenocarcinoma, 10 adeno-acanthomas, 1 
epidermoid carcinoma, and 1 carcinosarcoma of the 
ovary. Thus one realizes that malignant transition is 
not a frequent occurrence though a possibility. 


The location of the predominant sites of endome- 
triosis in this series is noted in table 4. Peritoneal 


TABLE 4.—Location of 254 Cases of Endometriosis. 








No. % 
RI Se ea Se Eno olka 2 at . 128 50 
Uterosacral, tubes and ovaries... 28 12 
Uterosacral, tubes, ovaries, and rectosigmoid 79 31 
Rectosigmoid alone . 6 02 
Appendix ...... 3 01 
Small bowel . . 3 01 
Bound ligament . 1 005 
Abdominal incision 1 005 
Convm ..... 2 01 
Vag ..... 3 01 
Totals. ; . 254 100 





implants occurred frequently from small implants to 
extensive involvement. In the instances of involve- 


- ment of the ovaries nearly all were bound to the 


broad ligament, the lateral wall of the pelvis, or the 
cul-de-sac. Johnson’ has reported 6 cases of con- 
striction endometriosis of the rectosigmoid for an 
incidence of 0.66 per cent in a series of 898 cases 
of external endometriosis. 


An important aspect of this series was the exten- 
sive involvement in 6 cases of the rectosigmoid and 
3 of the small bowel. Thus 6 or 2.3 per cent of our 
cases extensively involved the bowel. Of the 6 lesions 
of the rectosigmoid all were constriction in type pro- 
ducing symptoms with 2 without endometriosis else- 
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where. In the 3 of small bowel involvement exten- 
sive disease of the pelvic viscera was concomitantly 
present. 

It is of interest to note from table 5 that 50 or 
19.7 per cent of these 254 patients had experienced 
some form of surgical therapy prior to admission. 
We were surprised that more had not been exposed 
to conservative surgery. From the records only 6 


TABLE 5.—Prior Therapy in 254 Cases of Endometriosis. 
% 

Dilatation and curettage.. ....... 09 
Comservative sutpery .... . 2.06 oak. 07 
Fiysterectomy ............. SAS uantets 02 
Cesarean section .. . 02 


20 





cases had been given hormones prior to admission, 
and we believe this is probably incorrect. Two pa- 
tients had received supposedly castration doses of ir- 
radiation 3 and 5 years previously without any effect. 

The management of this entity is determined by 
the correlation of the age of the patient, and the 
parity and desire for children, with the severity of 
the symptoms and the extent and location of the 
endometriosis. From this one can decide on either 
definitive or palliative therapy. 

Definitive therapy consists of castration by surgi- 
cal removal of all ovarian tissue and should be ac- 
companied by total hysterectomy. Irradiation therapy 
should not be used in this disease. Castration is the 
accepted therapy after age 40. Often this form of 
therapy is selected for women younger than 40 years 
when infertility is absolute or sufficient children are 
alive, if (1) the disease is extensive with or without 
symptoms, (2) severe, incapacitating symptoms are 
present with a minimum amount of disease, and (3) 
bowel or bladder involvement is extensive at the 
time of surgery or may become so in the future. In 
this series castration by surgery was performed in 


108 cases or 42 per cent, in which 5 patients were 
younger than 30 years, 39 were between ages 30 and 
40, and 64 were more than age 40. 

It is now recognized that it is possible to give 
estrogens postoperatively to the woman who has been 
castrated for endometriosis without producing any 
untoward results. Thus in the future more women 
with absolute infertility over 35 years of age proba- 
bly will be castrated for this disease. 

One hundred five patients had concomitant total 
hysterectomy and 4 subtotal hysterectomy. Two of 
these had concomitant bowel resection performed for 
a constricting lesion of the sigmoid in 1 case and of 
the small bowel in another. Since bowel involvement 
of many types may be present, we have found it an 
advantage to prepare the bowel prior to surgery. The 
use of barium enema with proctoscopic and sigmoido- 
scopic examination of the colon is essential to help 
differentiate endometriosis from carcinoma of the 
bowel. Often the final differentiation can be made 
only by resection of the involved bowel and its sub- 
mission to frozen section. 


Palliative therapy is designed primarily to preserve 
the childbearing functions of the patient and/or to 
preserve ovarian function. This may consist of (1) 
watchful expectancy with aids to promote the devel- 
opment of pregnancy, (2) various forms of conserva- 
tive surgical therapy, and (3) hormone therapy. 
Watchful expectancy with promotion of pregnancy 
has been advocated by many, and Counseller* stated 
that this is the procedure of choice in young women 
with minimal symptoms and disease as only about 10 
per cent become pregnant after conservative surgery. 
Depp and Pope,> however, had the opinion that the 
poor results from conservative surgery to correct in- 
fertility in the patient with endometriosis are pri- 
marily due to the delay in performing the surgery 
until the disease has produced an almost absolute 
infertility. By being “endometriosis conscious” and 
electing surgery in the early stages of the disease, 
they were able to achieve pregnancies in 60 of 85 
cases. They strongly urged the earlier acceptance of 


TABLE 6.—Predominant Therapy in 254 Cases of Endometriosis by Age Groups. 


r——To 29 Yr.--—— 
Therapy No. % 


Hysterectomy with unilateral 

salpingo-oophorectomy ‘ 04 
Hysterectomy with bilateral 

salpingo-oophorectomy 02 
Unilateral salpingo-oophorectomy. .. . 07 
Resection of ovaries oan 2 09 
Neurectomy 
Bowel resection 
Cervical stump resection with 

bilateral salpingo-oophorectomy. . 


24 


* 3 with prior unilateral salpingo-oophorectomy. 
+11 with prior unilateral salpingo-oophorectomy. 


ee 


7-40 Yr. and Up r-—Total—— 
No. % No. % No. % 


36* 14 24+ 70 27 


35 14 5 36 
22 09 44 17 
05 16 

02 
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ENDOMETRIOSIS—Guerriero and Spiedel—continued 


surgical therapy for sterility patients with endome- 
triosis, provided the husband is not sterile and the 


wife has patency of the fallopian tubes and ovulates. . 


Conservative surgery otherwise than for purposes of 
correction of sterility will be selected only for the 
relief of symptoms and to preserve ovarian function. 
If such is true, it seems rational to us that hysterec- 
tomy be performed since relief of symptoms is ac- 
complished more definitely. 

Table 6 supplies detailed information as to therapy 
in this series. In 92 cases conservative surgical ther- 
apy of various types was done with 83 patients 
younger than 40 and 9 older than 40 years of age. 
We are unable to obtain sufficient data to comment 
on the results of such therapy in this series. One 19 
year old patient had extensive constriction endome- 
triosis of rectosigmoid without other involvement of 
note in which bowel resection without any other 
pelvic surgery was the treatment. 


Hormone therapy has been controversial since it 
was first advocated by Karnaky. Varying opinions as 
to its adequacy are noted in the literature. * 17 We, 
in our own cases, have been more perplexed than 
elated over results. If one uses this form of therapy, 
it should be terminated after adequate trial without 
result and surgery employed. This is especially true 
in the infertile patient before the infertility becomes 
absolute. 


CONCLUSIONS 


A series of 254 proven cases of external endome- 
triosis is reviewed. Discussion of infertility, symp- 
toms, findings, and diagnosis is given. The manage- 
ment of external endometriosis is discussed as to 
palliative and definitive therapy. 


REFERENCES 


1. Brewer, J. I., and Maher, F. M.: Conservatism in Endometriosis, 
Am. J. Obst. & Gynec. 68:549-558 ( Aug.) 1954. 


2. Cavanagh, W. V.: Fertility in Etiology of Endometriosis, Am. 
J. Obst. & Gynec. 61:539-547 (March) 1951. 


3. Cooke, W. R.: Observations on Massive Stilbestrol Therapy of 
Endometriosis, Am. J. Obst. & Gynec. 71:569-576 (March) 1956. 


4. Counseller, V. S., and Crenshaw, J. L., Jr.: Clinical and Surgi- 
cal Review of Endometriosis, Am. J. Obst. & Gynec. 62:930-942 
(Oct.) 1951. 


5. Depp, O. R., and Pope, D.: Early Conservative Surgery in En- 
dometriosis, South. M. J. 49:1345-1355 (Nov.) 1956. 

6. Dockerty, M. B.: Pathologic Aspects of Endometriosis, Minne- 
sota Med. 32:806-808 (Aug.) 1949. 

7. _Dockerty, M. B.; Pratt, J. H.; and Decker, D. G.: Primary 
Adenocarcinoma of Rectovaginal Septum Probably Arising from En- 
dometriosis; Report of 2 Cases, Cancer 7:893-898 (Sept.) 1954. 

8. Greene, J. W., Jr., and Enterline, H. T.: Carcinoma Arising 
in Endometriosis; Report of Two Cases, Obst. & Gynec. 9:417-421 
(April) 1957. 

9. Haskins, A. L., and Woolf, R. B.: Stilbestrol-Induced Hyper- 
hormonal Amenorrhea for Treatment of Pelvic Endometriosis, Obst. & 
Gynec. 5:113-122 (Feb.) 1955. 


TEXAS State Journal of Medicine, NOVEMBER, 1957 














10. Henriksen, E.: 
( Aug.) 1955. 


11. Johnson, C. G.; Coppola, A. F.; and Moll, C. F.: Sigmoidal 
Complications of Endometriosis, South. M. J., In Press. 

12. McCall, M. L., and Dolan, W. G.: Experiences with Pelvic 
Endometriosis; Review of Private Cases and Patients at Charity Hos- 


pital of Louisiana at New Orleans, J. Louisiana M. Soc. 108:43-49 
(Feb.) 1956. 


13. Meigs, J. V.: Endometriosis, Ann. Surg. 127:795-809 ( May) 
1948. 


14. Meigs, J. V.: Medical Treatment of Endometriosis and Sig- 
nificance of Endometriosis, Surg., Gynec. & Obst. 89:317-321 ( Sept.) 
1949. 

15. Postoloff, A. V., and Rodenberg, T. A.: Malignant Transition 


in Ovarian Endometriosis, Am. J. Obst. & Gynec. 69:83-86 (Jan.) 
1955. 


16. Schmitz, H. E., and Towne, J. E.: Treatment of Pelvic En- 
dometriosis, Am. J. Obst. & Gynec. 55:583-590 (April) 1948. 

17. Scott, R. B., and Wharton, L. R., Jr.: Effects of Excessive 
Amounts of Diethylstilbestrol on Experimental Endometriosis in Mon- 
keys, Am. J. Obst. & Gynec. 69:573-591 (March) 1955. 


18. Siegler, S. L., and Bisaccio, J. R.: Endometriosis, Clinical 
Aspects and Therapeutic Considerations, Am. J. Obst. & Gynec. 61:99- 
108 (Jan.) 1951. 


19. Sturgis, S. H., and Call, B. J.: Endometriosis Peritonei—Rela- 
tionship of Pain to Functional Activity, Am. J. Obst. & Gynec. 68: 
1421-1431 (Nov.) 1954. 


20. Te Linde, R. W., and Scott, R. B.: Diagnosis and Treatment 
of Endometriosis, G P 5:61-65 (June) 1952. 


Endometriosis, Am. J. Surg. 90:331-337 


® Dr. Guerriero, 3207 Turtle Creek Blvd., Dallas. 
Dr. Spiedel, Baylor University Hospital, Dallas. 


ABSTRACT OF DISCUSSION 


Dr. W. T. KABLE, JR., Wichita Falls: The authors have 
pointed out that the varied symptomatology and pelvic find- 
ings frequently make the clinical diagnosis of endometriosis 
presumptive. However, Counseller* stated the belief that 25 
per cent of patients with endometriosis will need surgery at 
some time. That many of these patients are operated on early 
is evidenced by the fact that in this series 67 per cent were 
operated on before the age of 40 years and 24 per cent before 
the age of 30. Payne,t reporting the conservative surgical 
treatment of 72 per cent of his cases, stated that in the 20 to 
29 year age group 14 per cent required radical surgery, that 
is, complete ablation of all ovarian function. In the 30 to 
39 year age group 36 per cent of the cases required radical 
surgery. In this series in the identical age groups the authors 
report 8.3 per cent and 36 per cent (table 6). In addition, 
in all the patients under 40 years of age requiring operation, 
74 per cent had preservation of some ovarian function. It is 
apparent then that, although the authors’ over-all conservative 
operative rate of 58 per cent is lower than that reported by 
Meigs,t Payne,t and others, it is in the group over 40 years 
of age that they have tended to be more radical. In this age 
group there is admittedly room for honest differences of 
opinion. Meigst stated that Sturgis suggested many years 
ago that endometriosis in later years is stationary and, com- 
menting on three large series of endometriosis cases treated 
conservatively (defined as the conservation of some ovarian 
tissue), stated that recurrence is infrequent and the cure of 
the lesion by conservative surgery is usual. He added further 


that this most recent review had not given them any need to 
change their mind. 


*Counseller, V. S., and Crenshaw, J. L., Jr.: Clinical and 
Surgical Review of Endometriosis, Am. J. Obst. & Gynec. 
62:930-942 (Oct.) 1951. 

+Payne, F. L.: Clinical Aspects of Pelvic Endometriosis, 
Am. J. Obst. & Gynec. 39:373-382 (March) 1940. 

tMeigs, J. V.: Endometriosis; Etiologic Role of Marriage 
Age and Parity; Conservative Treatment, Obst. & Gynec. 2: 
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IFE EXPECTANCY for women has been increased 
by a quarter of a century during the past 50 years; 
therefore, the importance of gynecological treatment 
for women of the postmenopausal age has attained 
greater significance, and new concepts of physiology 
and treatment are being evolved. At the present, a 
newborn female has the prospect of one-half of her 
life being other than during the reproductive years. 
Approximately one-sixth will be before puberty and 
one-third after the menopause. The National Office 
of Vital Statistics reveals that the life expectancy of 
a female at birth in 1900 was 48.7 years and in 
1950 was 72.4 years. 


That we should not tamper with nature by proper 
use of medications is as absurd as agreeing that we 
should not preserve foods, treat infections, or per- 
form immunizations as they, too, tend to circumvent 
the processes of nature. As in any relatively new 
area of therapeutics, there will be errors of opinion 
and the correct measures will evolve only gradually. 
It is the responsibility of the advocates of a new con- 
cept or therapy to prove its validity and extent of 
usefulness rather than skeptics to discredit it. 


PHYSIOLOGY 


Many women in their sixties and seventies reveal 
well cornified vaginal smears, and invariably the 
smear of the oophorectomized woman will become 
atrophic but soon can be cornified again by the ad- 
ministration of estrogens. It seems logical, therefore, 
that there is estrogen or estrogen-like production for 
many years following the cessation of menstruation, 
that there must be many levels of estrogen depriva- 
tion just as there are in other endocrine disturbances 
such as diabetes mellitus and hypothyroidism, and 
that violent psychic and somatic changes at the meno- 
pause are due to a more rapid diminution of estro- 
gen than nature intended.11 The woman that experi- 
ences mild mental and physical menopausal symp- 
toms apparently has a gradual waning of the sub- 
menstrual level of estrogen over a number of years 
and is not necessarily a stoic person. 
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That the ovary has an interglandular effect is 
demonstrated by the increased urinary gonadotropins 
in the climacteric, but whether or not there is a 
postmenopausal extraovarian source of estrogen or 
estrogen-like substance appears doubtful although it 
is still a moot question. 

The third sex or “neuter gender,” as described by 
Masters,® includes females who have reached the 
age of approximately 60 years. The gonads are the 
weakest link in the endocrine chain and have the 
shortest functional life. This is a result of inherent 
lack of organ function reserve and the susceptibility 
of the gonads to dysfunction during the reproductive 
years either directly or through some other gland of 
internal secretion. Early or premature menopause 
resulting indirectly from pituitary disorders such as 


Dr. Noel R. Bailey presented this 
paper before the Texas Medical 
Association’s Section on Obstet- 
rics and Gynecology, April 30, 
1957, during the annual session 
in Dallas. 


With the increased life span, postmenopausal gynecology is 
becoming more and more important. Various problems are con- 
sidered along with a brief review of physiology. Emphasis is on 
trophic changes, allergies, and general systemic problems, and 
suggestions are made for diagnosis and therapy. 


a tumor or malnutrition and following shock and 
severe hemorrhage are well known. There is also a 
familial tendency to early menopause, but by far the 
most frequent cause is oophorectomy. 


SYSTEMIC EFFECTS OF ESTROGENS 


The postmenopausal administration of estrogens 
must be justified by a definite indication. The pos- 
sibility of such indications has been expanded with 
the increase in longevity of females and the conse- 
quent greater attention to this age group. The im- 
provement in the general sense of well-being has 
been noted by many following estrogen and estrogen- 
androgen combinations; such a preponderance of ob- 
servations must be founded upon fact. Approximate- 
ly 75 per cent will show improvement in either 
mental or clinical well-being or both, and the re- 
maining 25 per cent will have little, if any, response. 

Caldwell? denied improvement of mood, general 
level of optimism, and attitudes regarding everyday 
experiences; however, these observations were on in- 
stitutionalized patients. The most impressive changes 
she observed were in the areas of memory and in- 
tellectual functioning. Individual response varied 
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greatly, but in these areas the test group showed im- 
provement at 6 months, a slight decrease at 1 year, 


and a slightly greater decrease at 18 months. A pla- © 


teau of therapy extends from approximately 6 to 
12 months and is followed by retrogressive changes 
as would be expected, but there seems to be some 
support from continued therapy. Caldwell used estro- 
gen alone, estrogen with progesterone and androgen, 
and estrogen with androgen. Each was used for 6 
months and in consecutive order in the same patients. 
She found that it was not until 6 to 12 months after 
the cessation of therapy, which was 24 to 30 months 
from the beginning of the study, that the perform- 
ance of the treated group declined to below their 
level at the onset of treatment. The control group 
consistently declined; however, 1 year after the end 
of therapy the treated group was still maintaining ap- 
proximately the same superiority over the controls 
despite the average age being 2 years less in the 
control group. The addition of progesterone and 
androgen or androgen alone to the estrogen did not 
improve the results; however, it is my clinical obser- 
vation that initial improvement is more rapid and if 
the treatment is in or near the menopause there is 
less likelihood of breakthrough bleeding if the estro- 
gen-androgen combination is employed. 


Dyspareunia may be’ due to vaginal narrowing, in- 
fections superimposed on an atrophic mucosa, and 
introital stenosis in this age group and is relieved 
or improvement abetted by estrogens given locally 
or systemically or both. Lack of sexual outlet or en- 
forced abstinence may give rise to neurotic symptoms 
and be related to more severe psychologic manifesta- 
tions resulting from loss of prestige, status, and desir- 
ability. Married men past age 65 are much healthier 
than single or widowed men, and it seems logical the 
same would apply to women. 

Coronary atherosclerosis is 10 to 40 times more 
frequent in men than women under 40 years. Wuest, 
Dry, and Edwards’” reported that bilateral oophorec- 
tomized women had, by age 50, a degree of coronary 
atherosclerosis not reached by the control group until 
age 70, and that decade by decade the incidence of 
severe coronary atherosclerosis was 10 to 45 per cent 
greater among the oophorectomized group. 

Myocardial infarction is rare in premenopausal 
women in the absence of a complicating associated 
disease such as hypertension and diabetes mellitus. 
In 146 consecutive admissions of women with myo- 
cardial infarction to the Henry Ford Hospital the 
age extremes were 27 and 81 years, the average age 
was 64, the average time after the menopause was 
16.6 years, and diabetes and/or hypertension was 
present in 70 per cent of the women. The incidence 
increased five times when comparing the 40 to 44 
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year age group with the 45 to 49 year age group and 
almost doubled again in the 50 to 54 year age group.® 

Estrogen in the urine of postmenopausal women is 
less in those who have had myocardial infarction than 
in women free of cardiovascular disease. Estrogen 
administration lowers cholesterol and increases phos- 
pholipids possibly by an intermediary effect on cal- 
cium and magnesium metabolism. The correlation, 
or lack of such, between cholesterol levels and athero- 
sclerosis is very unsettled as the current medical lit- 
erature will attest. Oophorectomy may aggravate ex- 
isting hypertension but apparently does not initiate 
hypertension in a person who was previously normo- 
tensive. Adrenal cortical hypertrophy after oopho- 
rectomy, as evidenced by increased 17-ketosteroid 
production, increases the adrenal cortex hormone and 
suppresses thyroid action through its interference 
with iodine collection by the thyroid. The pituitary 
is affected either directly or indirectly by the lack of 
estrogen as expressed by an increase in urinary gona- 
dotropins following the menopause. Estrogen has a 
role in carbohydrate metabolism, stimulating both 
energy production and glycogen deposit. 

The effect of estrogens in osteoporosis is well ac- 
cepted; their employment results in almost dramatic 
subjective improvement in 2 to 4 weeks and almost 
complete relief in 6 weeks. Perloff, Boutwell, and 
Maas?° found a negative calcium balance in 50 wom- 
en proven to be climacteric by routinely elevated 
urinary gonadotropins and to have osteoporosis of 
the spine by roentgen ray and symptomatology. They 
were able to produce a positive calcium balance with- 
in a month as determined by the calcium balance 
test of Albright and Reifenstein and the calcium 
tolerance test of Schilling and Laszlo. After 2 months’ 
treatment with estrogen and androgen the positive 
calcium balance was approximately to the same ex- 
tent as the negative balance was prior to treatment. 

Since estrogenic material is being used with justi- 
fiable frequency in the aging female and probably 
will continue to be used either alone or in combina- 
tion with androgen, it would seem better to learn 
to use it judiciously. At the present, the smallest 
oral dose or local application that is effective should 
be used (1) in the various atrophies that are symp- 
tomatic, (2) to promote the general sense of well- 
being and, temporarily at least, to slow the aging 
process, and (3) for the vasomotor symptoms of the 
menopause. The use in specific systemic diseases such 
as atherosclerosis and osteoporosis is best left to the 
capable phyiscian in the appropriate field. 

When oophorectomy is being considered, it is nec- 
essary to balance the certain loss of the protective 
action of ovarian hormones and their effect on other 
members of the endocrine system against the benefits 
of oophorectomy.® It is my opinion that many oopho- 
rectomies are done without cogent reasons. 
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INFECTIONS 


The infections and disturbances of epithelium, such 
as erosion of the cervix, respond more rapidly when 
adequate estrogens are present as reflected by corni- 
fication of the cells in the vaginal smear. Without 
estrogens either locally or systemically, improvement 
may be slow or unattainable. It is of the utmost im- 
portance that measures adequate to convince the 
physician that malignancy is not present be per- 
formed prior to therapy. Other than these the post- 
menopausal infections vary but little from those of 
the reproductive period. 


ATROPHIC CHANGES 


More than 90 per cent of older women will have 
some pelvic lesion. Two-thirds will have senile atro- 
phy, one-half will have relaxations, and two-fifths 
will have easily discernible findings such as urethral 
caruncle, cervical polyps, pelvic mass, dermatitis, dis- 
charge, or cervical erosion. On interrogation of the 
elderly patient, twice as many will be found to have 
pelvic complaints when compared with the number 
having a presenting complaint.* In addition to being 
the most frequent postmenopausal change, atrophy is 
also the most widespread and oftentimes involves the 
entire genitalia. The clinical picture varies with the de- 
gree of atrophy and any associated abnormal process. 


UTERUS 


The uterus is second to the cervix as a source of 
postmenopausal bleeding, being the site of origin in 
20 per cent of the total. Carcinoma of the corpus 
uteri will be the cause in half the cases with uterine 
bleeding, and fibroids will comprise one-fourth.” 
Atrophy of the endometrium, adenomyosis, and 
breakthrough or withdrawal bleeding due to estro- 
gens comprise the other common local causes. Among 
the systemic diseases hypertension, vasculorenal dis- 
ease, purpura, leukemia, arteriosclerosis, and conges- 
tive heart failure may be causes. The amount or 
type of postmenopausal bleeding is irrelevant, as is 
parity. There may be a multiplicity of causes and 
immediate examination is imperative, for one-third 
of such bleeding denotes a genital malignancy. This 
figure is based upon the numerous reports in the 
literature of very recent years. However, there is a 
note of encouragement regarding decreasing abuse of 
hormones and greater patient education, for among 
women with postmenopausal bleeding, genital cancer 
was twice as frequent 25 years ago as it is today. 
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CERVIX 


In the cervix the atrophic changes predispose to 
pyometra, which is often associated with malignancy. 
Since the cervix is by far the most common site of 
genital cancer, the discovery of pyometra makes dila- 
tion for treatment and curettage for diagnosis manda- 
tory. Carcinoma of the cervix decreases in incidence 
after the fifth decade and probably is more benign, 
but there is also a lower physical reserve in older 
patients.® Polyps of the cervix are the most frequent 
nonmalignant cause of postmenopausal bleeding. 


VAGINA 


The shrinkage in caliber and loss of elasticity of 
the vagina may cause dyspareunia and bladder symp- 
toms suggestive of mild cystitis and urethritis but 
with a normal urinalysis. Relief in 2 to 4 weeks is 
obtained by estrogen intravaginally. 


VULVA 


Among postmenopausal patients, more complain 
of symptoms referable to the vulva than to any other 
part of the genitalia. Farley and Wolf* found that 
of presumably healthy postmenopausal women over 
age 65 seen in a cancer detection center, 37 per cent 
volunteered some pelvic complaint. One-half of these 
complaints were referable to the rectum; however, 
less than 5 per cent of the patients had rectal lesions. 
It appears that the cause of such a complaint is three 
or four times more likely to be gynecological than 
proctological. However, this fact does not relieve us 
of rectal investigation as the same authors reported 
the discovery of twice as many rectal as genital 
malignancies. 


The natural degenerative changes and atrophy of 
aging, the bathing by secretions of higher origin in 
the genital tract, the use of lotions, soaps, and creams 
for hygienic or medical reasons, systemic and derma- 
tological diseases, and the instability of the nervous 
system contribute to the most common symptoms 
referable to the vulva, namely, itching and irritation. 
Pruritus vulvae is not a diagnosis; it is merely a 
symptom. If the etiology of the pruritus defies de- 
tection at once, repeated search and continued obser- 
vation will enable us to place these initially baffling 
problems in their proper niche of diagnosis. 

Pathological atrophy is observed in senile vulvitis, 
lichen simplex, leukoplakia, and kraurosis. All of 
these conditions may be simplified by considering 
them, primarily, to be the various manifestations of a 
degree of hypotrichosis and atrophy with occasional 
hypertrophy and eventual hyalinization of the dermal 
elements. The premalignant nature of leukoplakia 
and kraurosis is not new nor is there any uniformity 
of opinion regarding management of these disorders. 
However, patients with a long history of pruritus, in 
whom no specific cause can be found and who fail 
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to respond to a fair trial of medical treatment or in 
whom induration or ulceration develops while under 
treatment must be subjected to biopsy.® 

The management of vulvar irritation due to vaginal 
and cervical infections and the annoyance of the in- 
continent or pathological urine is not different in 
the postmenopausal patient except that it may be 
more refractory to treatment. 

As all know well, there probably is not a single 
substance that has not produced allergic manifesta- 
tions under certain conditions. Any allergen, such as 
phenolphthalein, taken internally, may involve the 
vulva, but usually other areas are affected also. Nu- 
merous proprietary preparations and prescriptions 
used locally contain phenol, benzoic acid, resorcin, 
tar,‘ ichthyol, or mercury salts and may cause or alter 
the appearance of a preexisting irritation. Scented 
soaps, napkins, and articles of clothing may cause 
itching. Nylon may cause itching of the vulva with- 
out affecting the skin of other parts with which it 
is in contact; in such cases the pruritus is mild to 
moderate and there are little or no skin manifesta- 
tions except the abrasions and excoriations due to 
the scratching. Detecting the allergenic substance 
will tax the sagacity and diagnostic acumen of the 
physician. A careful history, a knowledge of the 
most frequent offenders, and a trial and error re- 
moval of the possible agents is the most satisfactory 
approach. The character of the local irritation is 
usually of little assistance as the appearance varies 
greatly even for the same agent. For relief, one 
should use only the blandest of ointments locally for 
their soothing effect plus an antihistamine and/or a 
gluco-corticoid (hydrocortisone or cortisone) either 
locally or systemically or both. 

Numerous systemic diseases have vulvar manifes- 
tations; the most common metabolic disorder in- 
volved is diabetes mellitus. This causes an erythe- 
matous, inflammatory eruption of the whole vulva 
which is often secondarily infected with fungus. The 
latter defies treatment until the diabetes is controlled 
especially if there is an associated hypertension. Mi- 
crocytic anemia may give rise to dryness, fissuring, 
and paleness; this most frequently involves the mu- 
cosa rather than the skin of the vulva. 

Psoriasis, eczema, acne, ringworm, and the sebor- 
theas may involve the vulva and are usually accom- 
panied by lesions elsewhere. These, more properly, 
belong in the hands of the dermatologist. Intertrigo 
occurs frequently, especially in the obese, and in- 
volves contiguous surfaces. It usually responds rapid- 
ly to local application of a shake lotion composed of 
cinnabar, precipitated sulfur, oil of cade, zinc oxide, 
and calcium water. 

The tensions of today are comparable to the syphi- 
lis of yesteryear in their ability to mimic a multi- 
plicity of disorders. The itching of the skin of vari- 
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ous parts of the body is a very prevalent symptom, 
but it sometimes affects the vulva alone. The min- 
imal local reaction in comparison to the itching along 
with the general emotional instability of the patient 
is characteristic. Barbiturates usually have little ef- 
fect, but these patients are improved by the physi- 
cian’s being “a good listener” and the administration 
of a Rauwolfia preparation or other tranquilizer. 


SUMMARY 


The importance of postmenopausal gynecology is 
increasing with the lengthening of the life span. At- 
tention is being accorded to the role of ovarian activ- 
ity and estrogen administration after the menopause 
for their alleged prophylaxis of certain systemic, de- 
generative diseases in addition to their effects upon 
the genitalia. The high incidence of pelvic lesions 
in elderly women is stressed, and the role of estro- 
gens as the primary or adjunctive therapy in infec- 
tions and atrophic disorders of the reproductive sys- 
tem is emphasized. 
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Caribbean Medical Cruise 


The first annual Texas medical cruise in the Caribbean, 
sponsored by the University of Texas Postgraduate School 
of Medicine, will leave New Orleans on May 5. A medical 
program, including 25 hours of courses taught by outstand- 
ing teachers in the fields of medicine, cardiology, surgery, 
obstetrics and gynecology, and pediatrics, will be available 
aboard the ship, Stella Polaris, as well as numerous enter- 
tainment features. Reservations are accepted for families 
and friends of physicians. 

For further information write Harvey Travel Bureau, 
2005 West Gray, Houston 19. 
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N A SERIES of papers,” Cheney reported that 

raw cabbage juice contains a heat labile factor 
which is effective in treatment of peptic ulcer. Cer- 
tain heat labile factors occurring in cabbage juice 
have been investigated as possible anti-ulcer factors 
by our group over the past few years. The methyl 
sulfonium derivative of methionine was isolated from 
cabbage juice as a part of this program.!! Another 
factor which reversed the toxicity of alcohol for cer- 
tain microorganisms'* was found to occur in cabbage 
juice and was destroyed on heating the juice. This 
factor, identified as glutamine during the course of 
its isolation from liver, also was isolated from cab- 
bage juice. Juices from different sources of cabbage 
vary in their content of glutamine from a few hun- 
dred milligrams to 2.5 Gm. per liter. If glutamine is 
Cheney’s heat labile factor, the inability of some in- 
vestigators to duplicate Cheney’s results might be 


William Shive, Ph.D., professor of 
chemistry and research scientist at 
the Biochemical Institute, Univer- 
sity of Texas, and his co-authors 
presented this report for the Sec- 
tion on Internal Medicine at the 
Texas Medical Association annual 
session in Dallas, April 29, 1957, 
as a contribution from the Institute 
for Clinical Research, Clayton Foun- 
dation for Research, Biochemical 
Institute, and Department of Chem- 
istry, University of Texas. 


Glutamine has been compared with as the heat labile factor 
in raw cabbage juice which Cheney reported effective in treat- 
ment of peptic ulcer. In the preliminary study reported here, 
46 of a group of 57 patients with peptic ulcer were given 
glutamine at some stage of treatment. The results suggest that 
glutamine may be useful in peptic ulcer therapy. 
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attributed to variation in the amount of the factor in 
the juices of different cabbages. 

Glutamine is known to have a role in the biosyn- 
thesis of the hexosamine moiety of certain mucopro- 
teins,’ and could stimulate mucin synthesis which 
should benefit peptic ulcer patients. On this basis, 
a new approach to the treatment of peptic ulcer was 
undertaken. 

In this investigation, a preliminary study has been 
made on the evaluation of glutamine in the treatment 
of peptic ulcer with a group of 57 patients, of whom 
46 were given glutamine at some stage of their treat- 
ment and 11 served solely as controls. 


METHODS 


The dosage of 1.6 Gm. of glutamine* daily was 
selected on the basis of the average glutamine content 
of a liter of some of the fresh cabbage juices. In gen- 
eral, the patients were given directions to take two 
200 mg. capsules of glutamine four times daily, 1 
hour after meals and before retiring. Each patient 
was given a 12 day supply of glutamine and returned 
for additional supplies as needed. By this procedure, 
it was possible to check whether the patients followed 
the prescribed daily dosage. The progress of the treat- 
ment was followed subjectively to determine the time 
required for symptoms to disappear, and objectively 
by following the patients clinically and determining 
radiologically the size of the ulcer niche at approxi- 
mately 2 week intervals. Ulcers were considered to 
be healed when a niche was no longer detectable. 


From patients being examined on a routine basis 
by the radiologists participating in this study, patients 
were selected with easily demonstrated ulcers with an 
area of more than 10 sq. mm. Special efforts were 
made to begin treatment with glutamine as rapidly as 
possible after the initial radiological demonstration of 
an ulcer. The patients were with two exceptions pri- 
vate patients, and with few exceptions were ambulant. 


RESULTS+ 


Preliminary Group.—Glutamine was administered 
initially to a group of 12 patients who also were 
treated with antacid and antispasmodic on a bland 
diet (after initial milk and cream regimen if needed). 


*Glutamine for this studywas donated by the Merck Sharp 
and Dohme Division of Merck and Co., Inc. The authors 
are indebted to Dr. Karl Folkers and Dr. Nathaniel S. Ritter 
for their cooperation in making this material available and 
for valuable criticisms during the course of the work. 

+Since this preliminary report was submitted, a study of 
a group of patients with peptic ulcers resistant to conven- 
tional therapy even after long periods of treatment included 
2 patients whose ulcers had not healed after 8 weeks of gluta- 
mine therapy. 
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These patients received glutamine at various stages of 
conventional therapy, and their response is indicated 
in table 1. No appreciable difference was noted in 
the response of patients given glutamine from the 
outset and of patients treated conventionally for a 
short period, since the ulcers of the majority of both 
types of patients healed in about 2 weeks. The ulcers 
of patients on prolonged conventional therapy with- 
out appreciable response healed in 3 of 4 cases but 
only after 4 to 8 weeks of glutamine administration. 
The other patient showed no response in 10 days and 
subsequently was treated surgically. 


Glutamine Group.—tThe results from the prelimi- 
naty group of patients were sufficiently encouraging 
to suggest that a study of the effect of glutamine 
alone would be worth while. Accordingly, a series of 
24 patients with either gastric or duodenal ulcer were 
treated with glutamine. In general, the patients of 
this group were not instructed to change their diet 
except to omit alcoholic beverages and highly sea- 
soned or fried foods. No medication other than gluta- 
mine was administered unless it had been adminis- 
tered for more than 6 months before the discovery 
of the present ulcer. The results of this study are 
summarized in table 1. The ulcers of half of the pa- 
tients were healed at the first radiological reexami- 
nation at approximately 2 weeks. These patients were 
usually free of pain in 1 to 3 days with none having 
pain beyond the eighth day. The ulcers of 8 of the 
12 remaining patients were healed at the second 
radiological reexamination at approximately 4 weeks. 
The patients with ulcers healing at this period were 
usually free of pain within a few days with none hav- 
ing pain beyond the seventh day. Thus, 20 of the 24 
patients were free of pain by the ninth day. The ulcer 
of 1 patient did not heal until the third radiological 
reexamination after 41 days but was free of pain on 
the thirtieth day, and the ulcer of another patient per- 
sisted until the fourth radiological reexamination at 
the fifty-eighth day, but was free of symptoms at the 
sixteenth day. Thus, ulcers healed in 22 of 24 of the 


patients with only 2 requiring more than 1 month of 
treatment. 


Only 2 patients of 24 did not heal during treatment 
with glutamine. One of these, a patient with partial 
obstruction given glutamine as a last resort before 
gastric resection and vagotomy, did not show any 
beneficial effect in 2 weeks and subsequently was 
treated surgically. The other patient improved marked- 
ly during the first 2 week period, but subsequently 
did not follow instructions and withdrew from the 
study. Eight months later, the patient again was 
given glutamine for a period of 4 weeks with the 
ulcer healing at this time. 

Double-Blind Study—tIn order to control psycho- 
logical factors, a group of 21 peptic ulcer patients 
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were given capsules containing glutamine or lactose. 
The clinician, radiologist, and patient did not know 
which was being administered. In addition, this group 
of patients received conventional therapy (bland diet, 
antispasmodic, and antacid). Otherwise, the study of 
this group was analogous to the group receiving 
glutamine and bland diet. 

The summary of the results of this study are pre- 
sented in table 1. Of 21 patients, 14 received lactose 
and 7 received glutamine. In the control group re- 


TABLE 1.—Summary of Preliminary Study of Peptic 
Ulcer Treated with Glutamine. 


No. of Patients —— 





No. of Ulcers————,, 





With- Total 
drew -—Healed—_, Total Not 
Before 1st 2nd Healed Healed 
2nd Re-Ray Re-Ray by 2nd_ by 2nd 
Group Total Re-Ray 2w* 4w* 4w* Gw* ‘Re-Ray Re-Ray 
Preliminary 12 2 or =- 2 FF 10 1 
Glutamine 24 2y iz = 2 ~ 21 2 
Double-blind 
Lactose 14 0 1 - 6 - 7 7 
Glutamine 7 0 2 £2. 3. 7 0 





* Approximate number of weeks. 

+One patient with 2 ulcers in this group. 

tOne patient withdrew, treated again 8 months later with 
ulcer healing in 4 weeks. 


ceiving lactose, the ulcer of 1 was healed at the first 
radiological reexamination at 2 weeks. The ulcers of 
6 additional patients healed by the second radiologi- 
cal reexamination after approximately 4 weeks. Three 
of the 7 patients with ulcers not healed by the second 
radiological reexamination finally were given gluta- 
mine, 1 each after 4, 7, and 14 weeks, with subse- 
quent healing of the ulcers in 4 or less weeks after 
glutamine therapy was instituted. The ulcer of 1 pa- 
tient receiving lactose improved markedly during the 
first 2 weeks so that its presence was questionable at 
the first radiological reexamination; however, on the 
second and third reexamination, the ulcer was easily 
detected. 


The ulcers of all of the patients receiving gluta- 
mine were healed by the time of the second radio- 
logical reexamination in approximately 4 weeks. Two 
were healed in 2 weeks, but 2 patients did not return 
for the first reexamination until after 3 weeks, at 
which time the ulcers of both patients were healed. 
Three were markedly improved in the first 2 weeks 
and healed by the time of the second radiological re- 
examination. 


DISCUSSION 


The average healing time for peptic ulcers reported 
in different studies varies from slightly more than 2 
weeks to 9 weeks for patients treated conventionally 
with antacids, antispasmodics, diet, frequent feedings of 
milk, and hospital care.® 1°: 1112,16 Similar variations 
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have been reported for ambulant patients with one 
study showing an average healing time of about 12 
weeks.’ 15 One study of five groups involving a total 
of 175 patients reports that the percentage of com- 
pletely healed peptic ulcer after 1 month of treatment 
varied from 16 to 31 per cent among the groups.” § 


The average healing time of peptic ulcer in patients 
treated with glutamine and a bland diet was 22 days 
with half of the ulcers healed in approximately 2 
weeks and four-fifths healed in approximately 4 
weeks. Since earlier work has demonstrated little 
difference in the rate of healing of gastric and duo- 
denal ulcers in patients treated with cabbage juice, 
the results compare favorably with an average of 21.4 
days for the healing time of gastric ulcer in patients 
treated with cabbage juice.1! The response of this 
group of 24 patients treated with glutamine was bet- 
ter than most reported responses of groups of patients 
receiving the usual therapeutic regimen including diet, 
antacids, and antispasmodics. However, proof of a 
beneficial effect on the healing time of peptic ulcers 
of such a regimen is lacking. It has been concluded 
from several studies that dietetic treatment of peptic 
ulcer as at present practiced does not hasten healing 
of the ulcer and may delay it.77* 1° Milk adminis- 
tered by continuous drip allows pain to subside more 
rapidly, but does not significantly decrease the heal- 
ing time of an ulcer.*.* 1° Hospitalization has been 
reported to decrease the healing time, but the thera- 
peutic factor could be bed rest or supervised diet. §: 1° 


Confidence of the patient in the treatment also may 
be a factor. For example, Gill® has reported that a 
series of 20 consecutive patients with chronic gastric 
ulcers were given a daily injection of 1 cc. of dis- 
tilled water and were not restricted in their diet, 
hospitalized, or given any medication. All except 1 
lost their pains within a few days; the 1 became pain 
free after 4 weeks. All healed as determined gastro- 
scopically in the usual time, 4 to 8 weeks from the 
start of treatment.® 

To control such psychologic factors, a double-blind 
study is essential. The preliminary results from such 
a study show (table 1) that about half of the pa- 
tients respond to treatment in 1 month on conven- 
tional therapy with placebo; in contrast all of the 
patients on such therapy with glutamine responded 
within this period. ‘ 

The results of this preliminary study with gluta- 
mine suggest that glutamine is probably more effec- 
tive alone than the commonly used therapeutic regi- 
men of diet, antacid, and antispasmodic in promoting 
healing of peptic ulcer. Glutamine appears to im- 
prove the response of patients to the latter regimen. 
To determine whether antacid and antispasmodic 


therapy improves the response to glutamine will re- 
quire further study. 
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~- SUMMARY 


In a preliminary study of 57 patients on the evalu- 
ation of glutamine in the treatment of peptic ulcer, 
an initial group of 12 patients treated with conven- 
tional therapy were given a glutamine supplement at 
the outset and at various times after conventional 
therapy was begun. Ten of this group continued 
glutamine therapy beyond 12 days, and the ulcers of 
8 of the patients were healed by the first or second 
radiological reexamination at 2 or 4 weeks, respec- 
tively. Of 24 patients treated with glutamine alone, 
the ulcers of 12 healed by the first radiological re- 
examination at 2 weeks and the ulcers of 8 more pa- 
tients healed by the second reexamination in approxi- 
mately 4 weeks. In a double blind study of 21 patients 
given either lactose or glutamine in addition to a 
regimen of diet, antispasmodic, and antacid, 14 re- 
ceived lactose and 7 glutamine. The ulcers of 7 re- 
ceiving lactose healed by the second radiological 
reexamination at approximately 4 weeks while the 


ulcers of all of the patients receiving glutamine 
healed by this time. 


The authors are indebted to Drs. Emmett A. Doles, J. H. 
Lawson, H. E. Holtz, and G. G. Zedler for their assistance in 
some of the radiological work; to Drs. Wylie F. Creel, Peter 
F. Madonia, Greenwood S. Wooten, Jr., E. V. Chauvin, Ruth 
M. Bain, Walter K. Long, L. C. Paggi, T. J. Archer, Claud A. 
Martin, Nelson L. Schiller, Robert E. Bratton, H. Renfert, Jr., 
J. T. Phillips, and Terrence N. Watt for assistance with some 
of the clinical evaluations; and to the many patients who vol- 
unteered to participate in this study. 
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Dr. DuBilier, 528 Capital National Bank Building, Ausitn. 

Dr. Rude, Brackenridge Hospital, Austin. 

Dr. Clark, 1 Medical Arts Square, Austin. 

Dr. Ravel, 1103-B Nueces, Austin. 


ABSTRACT OF DISCUSSION 


Dr. BELTON G. GRIFFIN, Houston: In attempting to eval- 
uate a drug for use in any disease, we must first know the 
natural history of the disease. It is well known that peptic 
ulcer is a periodic disease which gets well with any or no 
therapy when only the individual episodes are considered. 
This makes evaluation of therapy especially difficult. 

Others have obtained “cures” of peptic ulcer in a high per- 
centage of cases using distilled water injections, histamine in- 
jections,* and a wide variety of other agents such as anthelone, 
enterogastrone, chlorophyll, parathyroid extract, insulin, and 
amino acids. Undoubtedly, the “tincture of enthusiasm” dis- 
pensed by the original investigators played some part in the 
good results obtained. 

The present authors used glutamine in 46 patients with 
radiologic healing in four-fifths at the end of 4 weeks, a 
figure not too different from that obtained using many other 
agents enumerated previously. They report an average heal- 
ing time of 22 days as compared to 2 to 9 weeks by others. 
However, they rechecked their patients after 14 days’ therapy 
while the groups reported by others and used for comparison 
were not rechecked until much later, thus making their use 
as controls invalid. In the double-blind control series the 
authors report only 50 per cent healing of the controls in 
4 weeks as compared to 100 per cent healing in the small 
treated group. 

I hope the Austin group will continue their observations 
and be able to report on a much larger controlled series with 
similar good results, and that the somewhat skeptical remarks 
offered today in a spirit of humility will prove to be entirely 
erroneous. 


* Bernstein, B. M.: Histamine in Treatment of Peptic Ulcer, 
Am. Int. Med. 26:852-857 (June) 1947. 


Enzyme Tests May Be Dangerous 


The misuse of enzyme tests for controlling insulin intake 
in diabetes may have “dire consequences,” according to the 
September-October issue of Diabetes. The report is based 
on a study by Dr. Victor Jablokow, Merril Hutchins, Sc.B., 
and Dr. Edwin M. Knights, Jr., from the department of 
pathology, Harper Hospital, Detroit. 

The authors describe results of their application of two 
enzyme preparations. A total of 1,940 tests were performed 
on 360 glucose dilutions in urine by 36 physicians and tech- 
nologists. While both preparations proved highly accurate 
in detecting urinary sugar, one gave “misleading results” with 
glucose concentrations greater than 0.1 per cent. Even when 
the glucose dilutions were as high as 5 per cent, only 32 of 
the 108 samples read as “four plus.” “Higher concentrations 
of glucose were consistently underevaluated, a situation which 
could prove dangerous in the poorly controlled diabetic,” the 
authors assert. 

The report also warns that the extreme sensitivity of both 
of these tests to minute concentrations of glucose in the urine 


may lead the diabetic patient to overdose himself into insulin 
shock. 
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Intravenous 
Cholangiography 
And 
Cholecystography 


CURTIS H. BURGE, M. D. 


Houston, Texas 


HIS REPORT includes a total of 150 intraven- 

ous cholangiograms and cholecystograms done at 
Methodist Hospital in Houston on 140 patients be- 
tween September, 1954, and January, 1957. Sixty-one 
patients had had previous cholecystectomies, 78 still 
had their gallbladders, and 1 had been told that his 
gallbladder was removed many years before but the 
cholecystogram and subsequent operation did not 
support this. 


Dr. Curtis H. Burge, chief radi- 
ologist, Methodist Hospital, and 
clinical professor of radiology, 
Baylor University College of 
Medicine, presented this paper 
for the Section on Radiology 
April 29, 1957, at the Texas 
Medical Association annual ses- 
sion in Dallas. 


Experience with intravenous cholangiography and cholecys- 
tography over a period of approximately 212 years is reviewed. 
The author's experience has been confined to the use of one 
brand of contrast medium, which so far has produced no serious 
side effects. The value of tomography is discussed, and an 
attempt made to determine the true value of the procedure 
and its indications and contraindications, especially in jaun- 
diced patients. 


The first 50 or more examinations were done with 
40 ml. of Cholografin, but the majority were done 
with 20 ml. of Cholografin methylglucamine. There 
did not seem to be any significant difference in the 
density of these media on the roentgenograms, and 
the number of untoward reactions from the injections 
was roughly the same. No serious reactions were en- 
countered and, though no accurate record was kept 
of the reactions which did occur, they did not seem 
to exceed 10 per cent which is approximately the 
same reaction rate encountered with the newer con- 
trast media used for intravenous urography. The most 
common reaction encountered was nausea, which was 
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frequently followed by vomiting. The number of 
patients who became nauseated seemed to be defi- 
nitely reduced by injecting the drug slowly, that is, 
20 ml. in not less than 3 minutes. In the absence 
of known or suspected sensitivity to the preparation, 
Cholografin seems to be contraindicated only when 
various tests reveal poor kidney function in associa- 
tion with liver damage.* 

One hundred sixteen of the 150 examinations (77.3 
per cent) were considered satisfactory (table 1). 
Twenty-nine showed no detectable Cholografin in 
the biliary ducts, and in 5 the concentration was in- 
sufficient to give any definite information. 


TABLE 1.—Findings in 116 Satisfactory Examinations 
with Cholografin. 


Cholangiograms (patients with previous cholecystectomy ) 
Normal (size of ducts discounted ) 
Common duct stones 
Hepatic duct stones 
Cystic duct stumps 
With stones 
Without stones 
Combination cholangiograms and cholecystograms 
Normal visualization, ducts and gallbladder, no stones. 35 
Normal visualization, gallbladder only, no stones... . 
Nonvisualization of gallbladder, ducts visualized 
Nonopaque stones in ducts, gallbladder, or both 


Of the 29 examinations with nonvisualization only 
3 were known to have serum bilirubin values less 
than 1.0 mg. per 100 cc., the accepted upper limit 
of normal in this laboratory. One with a serum bili- 
rubin of 0.8 mg. per 100 cc. 4 days before the in- 
travenous cholecystogram died later with portal cirr- 
hosis and primary liver carcinoma. Another patient 
had several determinations ranging between 0.4 and 
0.6 mg. per 100 cc., but he proved to have stones in 
the hepatic ducts and partial stricture of the common 
bile duct. One with a value of 0.8 mg. per 100 cc. 
showed microscopic evidence of periportal inflam- 
mation by biopsy. 


TECHNIQUE 


The patients are given 2 ounces of castor oil the 
evening before the examination and nothing by 
mouth after midnight. A preliminary 10 by 12 inch 
film of the biliary region is made and checked by 
the radiologist. A drop of contrast medium is placed 
in the patient’s eye at least 20 minutes prior to the 
injection, and if the eye does not show conjunctival 
redness or edema of the lids and the patient is not 
known to have serious allergies, 20 ml. of Cholografin 
methylglucamine is injected intravenously over a pe- 
riod of 3 minutes or more. 


The patient is given 30 ml. of paregoric in an 
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equal amount of water as soon as the injection is. 
completed. Paregoric is used as a matter of conven- 
ience though I prefer to use 7.5 mg. of morphine 
subcutaneously to produce contraction of the sphinc- 


ter of Oddi. 


Many patients in this series had roentgenograms 
made at 10 minute intervals following the injection, 
but after reviewing these, there seems to be no neces- 
sity for making the first film in less than 30 minutes. 
The radiologist checks the 30 minute film and de- 
cides what additional films are to be made since 
standardization of this procedure is not practical and 
each patient must be treated individually. 


The biliary duct system is usually demonstrated 
within 20 to 60 minutes after the injection, but the 
gallbladder, is usually not filled adequately until 1 to 
3 hours after the injection (fig. 1). When the con- 
trast medium first begins to concentrate in the gall- 
bladder, it is usually poorly mixed with the bile and 
it may produce an appearance suggesting nonopaque 
stones. A few patients had films made at hourly in- 
tervals for 8 hours, 1 showing fairly good concentra- 
tion of the contrast material in the gallbladder at 8 
hours and another showing no concentration until 24 
hours later. Both of these had impaired excretion of 
the material because of primary liver disease. 

The use of paregoric or morphine to produce con- 
traction of the sphincter of Oddi apparently has aided 
significantly in obtaining better concentration in the 
duct system. 

Body section radiography (tomography) is helpful 
in many cases but is not necessary routinely (fig. 2 
and 3). Tomography is used at Methodist Hospital 
in those cases with confusing gas shadows or with 
substandard concentration of the contrast material. 
The ducts stand out clearly on many tomograms when 
they are poorly visualized in conventional roentgeno- 
grams. A scout tomogram is made using the distance 
from the table top equal to half the anteroposterior 
diameter of the patient through the lower rib cage, 
and three or four additional films are made usually 
at 1 cm. intervals closer to the table top. The gall- 
bladder is more anterior in position than the ducts, 
and it is important to include a level which shows 
the most dependent portion of the gallbladder with 
the patient in the prone position since stones usually 
gravitate to this area. 


INDICATIONS 


Nonvisualization of the gallbladder by the oral 
method. This procedure should not be employed in 
patients who have not had their gallbladders removed 
until after a technically satisfactory oral cholecysto- 
gram has failed to give all desired information. The 
intravenous method is valuable in patients whose 
gallbladders fail to be visualized by the oral method 
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and show no opaque stones. If the biliary ducts con- 
centrate Cholografin and the gallbladder does not, 
there is mechanical obstruction of the cystic duct 
since inflammatory changes alone will not prevent 
concentration of the material in the gallbladder. Rec- 
ords of 35 of the patients in this series were available 
who had not had cholecystectomies and who had been 
examined previously by the oral method resulting in 


Fig. 1. Normal cholangiogram and cholecystogram are 
shown at (a) 30, (b) 60, (c) 90, and (d) 120 minute in- 
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nonvisualization of the gallbladder. In 12 of the 35 
there was satisfactory visualization of the biliary ducts 
but nonvisualization of the gallbladder by the intra- 
venous method because of obstruction of the cystic 
duct by stones. Twelve of the 35 had nonopaque 
stones demonstrated in the gallbladder, biliary ducts, 
or both by the intravenous method which could not 
be demonstrated by the oral method (fig. 4). In 11 
of the 35 there was visualization of both the biliary 
ducts and gallbladder by the intravenous method 


f 


tervals following the intravenous injection of 20 ml. of 
Cholografin methylglucamine. 


845 





CHOLANGIOGRAPH Y— Burge —continued 


without evidence of stones. Most of the latter were 
not operated upon but at least 2 were shown to have 
acute or chronic cholecystitis. 

Faculty absorption of oral preparation in the gas- 


Fig. 2. a. A stone in the common bile duct is difficult to 


differentiate from a gas shadow without tomography. The 
gallbladder is not visualized. 


1 


Fig. 3. Without tomography the gallbladder is shown to 
contain stones, but there is no indication of the common 
duct stones shown clearly in the tomogram (b). Tomo- 
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trointestinal tract. ‘The intravenous method can be 
used in patients with severe vomiting, diarrhea, and 
other abnormalities which might prevent a satisfac- 
tory oral cholecystogram. 

Differentiation between obstructive and nonob- 
structive jaundice. If a normal common bile duct 


b. Tomogram shows nonopaque common bile duct stone 
clearly and also shows the gallbladder with a nonopaque 
stone at the junction with the cystic duct. 


grams at other levels showed the stones in the gallbladder 
more clearly. 
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can be demonstrated in a jaundiced patient, extra- 
hepatic obstruction is ruled out as the cause of the 
jaundice. Nonvisualization frequently occurs in jaun- 
diced patients and this results in no information re- 
garding the cause of the jaundice. Rosenblum and 
Schwartz® believed that the procedure is justified in 
jaundiced patients when the serum bilirubin does not 
exceed 1.7 mg. per 100 cc., especially if serial deter- 
minations of the serum bilirubin show the jaundice 


Fig. 4. a. Nonvisualization of the gallbladder is noted 
by oral cholecystography. 


Fig. 5. Multiple nonopaque stones in the common bile 
duct are demonstrated within 3 or 4 weeks after chole- 
cystectomy. 
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to be subsiding. A satisfactory cholangiogram was 
obtained in 1 of the patients in this series with non- 
obstructive jaundice whose serum bilirubin level was 
5.7 mg. per 100 cc., and satisfactory cholangiograms 
on patients with obstructive jaundice have been re- 
ported with serum bilirubin levels of 7.5,? 6.3,1 and 
4.41 mg. per 100 cc. 

Postcholecystectomy patients whose symptoms con- 
tinue or recur. One of the patients had her gall- 
bladder removed and it was filled with stones, but 
the surgeon did not explore the common bile duct. 


b. Intravenous examination demonstrates multiple non- 
Opaque stones in the gallbladder and a relatively normal 
appearance of the biliary ducts. 


Fig. 6. Dilated cystic duct stump contains four nonopaque 
stones approximately 5 years after cholecystectomy. 
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She had an attack of colic before she left the hospital 
following her cholecystectomy, and the intravenous 
cholangiogram revealed several nonopaque stones in 
the common bile duct (fig. 5). Dilatation of the 
cystic duct stump after cholecystectomy to form a 
so-called “reformed gallbladder” is apparently not 
too uncommon, and stones are sometimes demon- 
strated in these pouches (fig. 6). A normal intra- 
venous cholangiogram in a patient who previously 
had cholecystectomy and whose symptoms continue 
is valuable for purposes of reassurance to the patient. 


SUMMARY AND CONCLUSIONS 


Intravenous cholangiography and cholecystography 
are valuable procedures when indicated and seem to 
be no more dangerous and no more prone to produce 
undesirable side effects than intravenous urography. 


Intravenous cholecystography should not be em- 
ployed unless a technically satisfactory oral cholecys- 
togram has failed to give sufficient information. 

The intravenous procedures are used to best ad- 
vantage in patients with nonvisualization of the gall- 
bladder by the oral method and in patients with pre- 
vious cholecystectomy who are having symptoms re- 
ferable to the biliary tract. 


Failure most often occurs in jaundiced patients, 
but the procedure seems worth trying even in the 
presence of jaundice when the serum bilirubin does 
not exceed 1.7 mg. per 100 cc., especially if the 
jaundice is subsiding. 

The use of 30 ml. of paregoric by mouth or 7.5 mg. 
of morphine subcutaneously to produce contraction 
of the sphincter of Oddi seems to enhance the con- 
centration of Cholografin in the biliary duct system. 


Tomography is of great value in doubtful exami- 
nations in which there is at least some concentration 
of the material in the biliary ducts or gallbladder, but 
it is nOt necessary to use tomography routinely. 
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Bronchial Asthma 
In Children 
And Adults 


Treated by the Prophylactic Use 
Of an lodide-Containing 
Bronchodilator Drug 


BERNARD T. FEIN, M.D. 


San Antonio, Texas 


VERYONE is well acquainted with the severe, 
continuous, and intense dyspnea associated with 
status asthmaticus. To the layman, it is equivalent 
to the act of drowning. This complex condition near- 
ly always requires hospitalization, in spite of the in- 
troduction into modern therapy of the wonder drugs, 
the steroids. This condition still taxes the ingenuity 
and efforts of even the best clinicians. It is a con- 


Dr. Bernard T. Fein read this 
paper in the Session on Allergy 
before the Section on Miscel- 
laneous Topics of the American 
Medical Association June 3, 
1957, in New York. 


Ninety cases of bronchial asthma were studied using a bron- 
chodilator drug containing potassium iodide. The drug was 
compared with other bronchodilators with a control group. In 
the group using the potassium iodide, incidence of severe cases 
of asthma and of cases requiring hospitalization was reduced. 
Side effects, especially nervousness, were at a minimum, appar- 
ently because of the low dosage usually employed. 


dition which all physicians like to avoid. In recent 
years, since the advent of the steroids, more impor- 
tance has been placed on the treatment of bronchial 
asthma than the solution of the basic causes and their 
prevention. 


Normal bronchial secretions form a two layered 


covering for the bronchial mucosa, the outer layer 
being mucus and the under layer, a serous coating.'® 


From the University of Texas Postgraduate School of 
Medicine; Pediatric Allergy Clinic, Robert B. Green Me- 
morial Hospital; and Allergy Clinic, Veterans Administration 
Regional Office. 
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In the presence of allergy, there is an increase in 
mucin produced by the bronchial glands and by in- 
creased numbers of goblet cells.* As this mucin con- 
tent increases, there is a sharp rise in the viscosity.* 
With the increase in viscosity of the mucin, ciliary 
activity is altered and loses its ability to clear the 
bronchial tree. The cilia become frozen and lose 
their ability of propulsion.1! This loss of function is 
the precursor and the probable basis for mucous plug- 
ging, bronchospasm, and the complex state called 
status asthmaticus.’? It can be concluded that cleans- 
ing and clearance of the bronchial tree and mainte- 
nance of normal ciliary action is dependent upon the 
maintenance of normal bronchial secretions. This in 
turn is the best way to prevent status asthmaticus and 
possible death.® 


It has been shown that iodides given orally are 
excreted into the bronchi within 15 to 25 minutes 
after ingestion.1® It was believed that the incidence 
and severity of bronchial asthma could be reduced by 
the prophylactic use of iodides, since bronchial secre- 
tory activity apparently would remain undisturbed.1 

For this study, a preparation containing the usual 
formula—aminophylline, ephedrine hydrocholoride, 
and phenobarbital—plus the addition of potassium 
iodide was used (table 1). This drug was used to 
show the superiority of this combination over those 
bronchodilators in most common use today having 
the same ingredients but no potassium iodide. If this 
superiority was evident, then mild and moderate at- 
tacks of wheezing could be aborted through the main- 
tenance of normal bronchial secretions by the. iodides. 
Hyposensitization therapy usually conducted would 
stimulate adequate antibody response and make steroid 
therapy and hospitalization unnecessary. 







































CLINICAL MATERIAL 


Ninety patients varying in age from 5 to 73 years 
were studied in the pediatric and adult allergy clinics 
from January, 1954, until December, 1956. The pa- 
tients were selected from a group who, on the basis 
of history, physical examination, sputum studies, 
roentgenograms, electrocardiograms, and allergy skin 
tests, were proved to have bronchial asthma. They 











Contents Mudrane 


ac 2 gr. —0.12 Gm. 








Aminophylline .... 






Ephedrine hydrochloride .. 4 gr.—15 mg. 








Prete Sk ods 2 Y4 gr.—20 mg. 


Potassium iodide .. . 3 gr. —0.2 Gm. 
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TABLE 1.—Comparison of the Contents of the Bronchodilator Drugs Used in 90 Asthma Patients. 


Amesec 
2 gr. —0.12 Gm. 


¥g gr. —25 mg. 


¥q gr.—25 mg. 
Amytal 


had been treated for mild, moderate, or severe epi- 
sodes of asthma prior to this study. Twenty-six of 
the group gave a history of having had acute enough 
symptoms to necessitate hospitalization in spite of 
their routine oral or nebulized bronchodilator drugs. 
Some of this group had been studied at the clinics 
in the past, using Neopenil in an attempt to reduce 
the incidence of acute asthmatic paroxysms, triggered 
by acute upper respiratory infections.® 


PROCEDURE 


The patients were instructed to take their medica- 
tions according to the following schedule. Those who 
recently had had severe paroxysms of asthma were 
given enough medication to take 1 tablet or 1 cap- 
sule every hour until the acute episode subsided. The 
dosage was then reduced to four times daily and fur- 
ther reduced to a maintenance level of morning and 
bedtime. Children’s dosage was half that of the adults. 


The patients who had been having moderate at- 
tacks were given 1 tablet or capsule every 2 hours, 
and the dosage was reduced to four times daily as 
improvement was evident, then further reduced to 
morning and night. 

The patients who had been having mild episodes 
were advised to use 1 tablet or capsule at the first 
sign of wheezing, to repeat every 2 hours until re- 
lieved, and then to discontinue the medication. 

Group I patients were given Mudrane* in half and 
full doses. Group II patients were given Amesec, 
Amodrine, and Tedral. Group III patients were given 
no bronchodilator drugs, but were given a placebo. 
All 90 patients were receiving perennial hyposensi- 
tization treatments with inhalants, pollens, and molds. 
All were given instructions for avoiding aggravating 
factors, and reactive foods were eliminated from the 
diet. 


RESULTS 









Table 2 shows the number of cases studied and the 
type of bronchodilator drugs used in each group. The 
resulting asthma in each is classified according to 





*Mudrane was supplied by William P. Poythress and 
Company, Richmond, Va. 









Amodrine 
1Y%4 gr.— 100 mg. 


Tedral 


2 gr.—0.12 Gm. 
Theophylline 
¥g gr.—25 mg. 





¥g gr. —25 mg. 
Racephedrine 


lg gr.—8 mg. lg gr.—8 mg. 


None None None 
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severity. It is seen that in the cases receiving Mu- 
drane (group I), there was a total of 13 patients 
who developed wheezing. In group II, receiving 
bronchodilator drugs not containing potassium iodide, 
22 patients developed asthma. In group III, receiv- 
ing only placebo, 27 patients developed wheezing 


TABLE 2.—Classification of Acute Asthma Resulting 
in Each Control Group. 


Type of 
No. Bronchodilator -—Severity of Asthma— 
Group Cases Received Mild Moderate Severe 


I 30 Mudrane. 5 > 3 


II 30 Amesec, 6 10 
Amodrine, 
Tedral. 


Ill 30 Placebo. 12 9 
during the course of the study. It is seen that of 
those cases receiving the bronchodilator containing 
there were 3 cases of acute severe asthma; group II 
(Amesec, Amodrine, and Tedral) had 6 cases; and 
group III (placebo) had 9 cases. The number of 
patients hospitalized in group I was 1, which was 2 
cases less than group II and 3 cases less than group III. 
potassium iodide, 1 patient developed less mild re- 
actions, 5 patients less moderate reactions, and 3 pa- 
tients less severe asthma than those in the broncho- 
dilator group II not containing potassium iodide 
(Amesec, Amodrine, and Tedral). One patient in 
group I developed less mild reactions, 7 patients less 
moderate paroxysms, and 6 patients less severe asthma 
than those in the control group III. 


TABLE 3.—Cases Developing Acute Severe Asthma and 
Those in Each Control Group Requiring 
Hospitalization. 

Total Acute Severe Hospitalized 
Group Cases Asthma Cases Cases 


I (Mudrane) 1 
II (Amesec, Amodrine, 


3 
III (Placebo) 4 


Table 3 shows the number of patients in each 
group who developed acute severe asthma and those 
requiring hospitalization. In group I (Mudrane) 


SIDE REACTIONS 


No serious side reactions occurred during the 
course of this study. One patient developed a palpa- 
ble enlargement of the thyroid. She was studied by 
an endocrinologist, and the findings of radioactive 
iodine uptake studies proved to be normal. The en- 
largement disappeared a short time after the drug 
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was discontinued. There were mild complaints of 
heartburn, salty taste, and occasional nausea at the 
onset of the treatment. There was less nervousness, 
irritability, and rapid heart rate with this drug. 


COMMENT 


Potassium iodide has been endorsed in bronchial 
asthma in numerous clinical studies.*: 1”: 14:15 Like- 
wise it has been condemned because of its side reac- 
tions. Cases of myxedema produced by prolonged 
iodide administration are reported, but they make up 
a very small percentage of the persons using the 
iodides in one form or another.'* 

Even though the use of iodides remains contro- 
versial, our prime interest in them at the clinics was 
to study their ability to prevent status asthmaticus 
and to reduce the need for steroid therapy and hos- 
pitalization. The addition of small amounts of potas- 
sium iodide with bronchodilator drugs was found to 
be superior to bronchodilator drugs used alone. Chil- 
dren seemed to respond more rapidly and with more 
lasting effect than did the adults. There was a mini- 
mum of side effects, especially the nervousness, which 
we attributed to the smaller quantity of ephedrine 
hydrochloride (15 mg., 4 gr.) contained in this drug 
(table 1). We noted a lesser number of gastroin- 
testinal complaints, which we thought resulted from 
the small amount of potassium iodide (0.2 Gm., 3 
gr.) contained in the tablet used in group I. This 
amount is equivalent to approximately 6 drops of 
saturated solution of potassium iodide. Satisfactory 
tolerance also may be attributed to the incorporation 
of dicalcium phosphate as a buffering agent in the 
tablet. With this combination of drugs—aminophy]l- 
line, ephedrine hydrochloride, and phenobarbital—it 
is apparently unnecessary to use high doses of potas- 
sium iodide, thus allowing for a minimum of side 
effects. 

A new method of employing potassium iodide in 
the management of bronchopulmonary disease using 
aerosol therapy to liquefy bronchial secretions was 
reported.® This therapy, in addition to oral routes, 
may prove successful in those cases not assisted by 
the oral use of potassium iodide alone. 


SUMMARY AND CONCLUSIONS 


Ninety cases of bronchial asthma were studied over 
a 3 year period using a bronchodilator drug contain- 
ing potassium iodide. The value of this drug was 
studied and compared with bronchodilators not con- 
taining potassium iodide, in an effort to prevent 
severe asthma. These drugs were compared with a 
control group. In the group using the potassium 
iodide, there was an evident reduction in the inci- 


TEXAS State Journal of Medicine, NOVEMBER, 1957 














BRONCHIAL ASTHMA—Fein—continued 


dence of asthma in the severe category and fewer 
cases requiring hospitalization. Side effects were at 
a minimum, apparently because of the low dosage of 
ephedrine hydrochloride and potassium iodide usually 
employed. The use of this drug is recommended in 
conjunction with all other methods of prophylactic 
therapy, because of its ability to produce effective 
response with minimum side effects. 

Any method or route of administration of potas- 
sium iodide that will maintain normal bronchial 
secretions and in turn reduce the incidence of severe 
bronchial asthma should be given a fair trial in 
therapy. 


REFERENCES 


1. Baker, J. M.; Roettig, L. C.; and Curtis, G. M.: Prevention and 
Treatment of Atelectasis by Control of Bronchial Secretions, Ann. Surg. 
134:641-652 (Oct.) 1951. 

2. Barclay, A. E.; Franklin, K. J.; and MacBeth, R. G.: Contribu- 
tion to Study of Ciliary Movement, J. Physiol. 90:347-348 (Aug. 17) 
1937. 

3. Buhrmester, C. C.: Nasal Mucin, Ann. Orol., Rhin. & Laryng. 
45:687-692 (Sept.) 1936. 

4. Criep, L. H.: Asthma, Bronchial, Current Therapy, Philadel- 
phia, W. B. Saunders, 1956, p. 353. 

5. Fein, B. T.: Bronchial Asthma Complicated by Acute Upper 
Respiratory Tract Infection Treated with Hydriodide of Diethylamino- 
ethyl Ester of Penicillin G (Neo-Penil), Ann. Allergy 12:692-696 
(Nov.-Dec.) 1954. 

6. Florey, H.; Carleton, H. M.; and Wells, A. Q.: Mucus Secre- 
tion in Trachea, Brit. J. Exper. Path. 13:269-284 (June) 1932. 

7. Hilding, A. C.: Relation of Ciliary Insufficiency to Death from 
Asthma and Other Respiratory Diseases, Ann. Orol., Rhin. & Laryng. 
52:5-19 (March) 1943. 

8. Houston, J. C.; de Navasquez, S.; and Trounce, J. R.: Clinical 
and Pathological Study of Fatal Cases of Status Asthmaticus, Thorax 
8:207-213 (Sept.) 1953. 

9. Levine, E. R.: More Direct Liquefaction of Bronchial Secretions 
by Aerosol Therapy, Dis. Chest 31:155-168 (Feb.) 1957. 

10. Lucas, A. M., and Douglas, L. C.: Principles Underlying Cili- 
ary Activity in Respiratory Tract, Comparison of Nasal Clearance in 
Man, Monkey, and Other Mammals, Arch. Otolaryng. 20:518-541 
(Oct.) 1934. 

11. Lucas, A. M., and Douglas, L. C.: Principles Underlying Cili- 
ary Activity in Respiratory Tract, Independence of Trachael Cilia in 
Vivo of Drug and Neurogenous Stimuli, Arch. Orolaryng. 21:285-296 
(March) 1935. 

12. Piness, G.: Status Asthmaticus, J.A.M.A. 142:785-787 (March 
18) 1950. 

13. Rubinstein, H. M., and Oliner, L.: Myxedema Induced by 
Prolonged Iodide Administration, New England J. Med. 256:47-52 
(Jan. 10) 1957. 

14. Seltzer, A.: Use of Iodides in Asthma, M. Ann. District of 
Columbia 26:17-19 (Jan.) 1957. 

15. Tuft, L.: Problems of Geriatric Asthmatic and Their Clinical 
Management, J.A.M.A. 146:1480-1486 (Aug. 18) 1951. 

16. Tuft, L., and Levin, N. M.: Studies of Expectorant Action of 
Todides, Am. J. M. Sc. 203:717-722 (May) 1942. 


» Dr. Fein, 1422 Nix Professional Building, San Antonio 5. 





Mortality of Wage-Earners Steady 


Mortality among insured American wage-earners and their 
families was about the same during the first half of the cur- 
rent year as in the corresponding period of 1956—6.6 per 
1,000, the Metropolitan Life Insurance Company indicates. 

The cardiovascular-renal diseases and cancer recorded some- 
what higher death rates this year—increases of 2 and 4 per 
cent, respectively. Mortality from pneumonia and influenza 
dropped 12 per cent below the rate a year ago. Tuberculosis 
mortality continued to decrease, reaching an all-time low of 
7.2 per 100,000. 
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ESPITE a number of improvements which have 
been suggested in recent years, the treatment of 
tetanus is not yet satisfactory, and efforts to reduce 
the mortality from tetanus still must rely heavily on 
prevention. The protection afforded by active immu- 
nization has been proven durable, and there are indi- 
cations that some commonly employed methods of 
achieving passive immunity are inadequate. This has 
served to enhance the importance of active immuni- 
zation and to bring about a reevaluation of the care 
of injured patients. 


Dr. Doris J. D. Adam and her 
co-author presented this paper 
before the Section on Pediatrics 
April 30, 1957, during the Tex- 
as Medical Association’s annual 
session in Dallas. 





Active immunity to tetanus is effective and long lasting, but 
passive immunity is unreliable. Suggestions for the administra- 
tion of both toxoid and antitoxin are outlined in relation to 
past immunization history of the patient and the character of 
the wound. Conservative management of patients with tetanus 
also is discussed. 


ACTIVE IMMUNIZATION 





The efficacy of active tetanus immunization has 
been proven by the war experience of the American 
armed forces. With more than 2,500,000 admissions 
for wounds and injuries of all kinds during World 
War II, only 12 cases of tetanus occurred. Only 1 
properly immunized person died. The civilian inci- 
dence of tetanus was 35 times that of the armed forces 
during this period.® 

The duration of such active immunity has been the 
study of many workers.7: 11:16 They have deter- 
mined the antitoxin titers of actively immunized per- 





From the University of Texas Medical Branch. 








































































































TETANUS —Adam and Adam —continued 


sons who had received their last injection of toxoid 


at times varying from 1 to 11 years before. All per- 
sons tested had a demonstrable titer. 


In actively immunized people, it is generally ac- 
cepted that titers of 0.1 to 1.0 antitoxic units per milli- 
liter of serum afford protection, and that titers of 0.01 
to 0.1 probably are protective. Animal experiments 
suggest that even lower levels may be protective.’ 
Peterson and associates‘! demonstrated protective lev- 
els of 0.1 antitoxic units per milliliter or greater in 
all persons immunized or recalled within 5 years of 
testing. Stafford and coworkers'® found that 88 per 
cent of a similar group had protective levels, with 
only 4 per cent falling below the probably protective 
level of 0.01 to 0.1 antitoxic units per milliliter. Both 
investigators found protective titers in 70 per cent of 
persons immunized as long as 5 to 11 years previously. 
An additional 25 per cent probably were protected, 
and only 5 per cent fell below 0.01 antitoxic units 
per milliliter. 

After these residual antitoxin titers were obtained, 
an injection of tetanus toxoid was given and the re- 
sponse determined. A recall dose of toxoid was found 
to increase antitoxin titers to protective levels in 72 
per cent of these patients by the fourth to the fifth 
day, and in 98 to 100 per cent by the seventh day, 
independent of the time of the last injection. 


Active immunization can be achieved with fluid, 
alum precipitated, or absorbed toxoids. The most dur- 


able immunity seems to be established with the pre- 
cipitated or absorbed toxoids, whereas there is evi- 
dence that fluid toxoid will produce a faster rise in 
antitoxin levels at recall.® 


PASSIVE IMMUNIZATION 


Following an apparent reduction in the incidence 
of tetanus achieved by the British during World War 
I, coincident with the use of tetanus antitoxin, it has 
become fairly standard practice to give an intramus- 
cular injection of 1,500 units of antitoxin to injured 
persons in the hope of protecting them from tetanus. 
In an unimmunized patient who has not previously 
received tetanus antitoxin, this protection is attained 
within 24 to 48 hours,’* but ends in 5 to 13 days.* 
Such a dose is questionably effective, in that a sig- 
nificant number of cases of tetanus have occurred in 
which 1,500 units of antitoxin have been given.’® 
Stafford'® reviewed the cases occurring in the Balti- 
more area and found that one-third had received anti- 
toxin at the time of injury. In addition both Stafford 
and Miller® reported that mortality from tetanus is 
unaffected by the administration of antitoxin at in- 
jury in the usual dose of 1,500 units. 

Larger doses of antitoxin produce correspondingly 
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longer protection against tetanus; 10,000 units protect 
for an average of four weeks and 100,000 units pro- 
tect for 6 to 8 weeks.! The protection afforded by any 
dose of antitoxin may be decreased by the past experi- 
ence of the patient. Prior administration of tetanus 


‘antitoxin is found to reduce the duration of protective 


levels induced by subsequent injections. If the patient 
has had a serum sickness reaction in the past, the 
period of protection may be further shortened.’ Thus, 
one of the chief dangers of antitoxin prophylaxis may 
lie in a false sense of security. 

In addition, certain dangers are inherent in the use 
of tetanus antitoxin. Amaphylactoid shock occurred 
in 2 of 7,580 injections in a series reported by Moyni- 
han,'° and is estimated by Scheibel’* to occur on an 
average of 1 in 100,000 injections. Serum sickness 
has been found to occur in 2.51° to 8.5 per cent'® of 
initial injections of tetanus antitoxin. With subse- 
quent doses this incidence increases to an alarming 
28 per cent.'* 


WOUND FACTORS 


Press’ observation that 50 per cent of tetanus cases 
occurred in patients exhibiting either no wound or a 
wound of such trivial nature that the patient did not 
seek treatment’* suggests that no injury can be con- 
sidered exempt. There are wounds, however, which 
are more likely to be followed by tetanus, such as 
crushing or penetrating injuries. More extensive in- 
juries may become complicated by tetanus after un- 
usually short incubation periods. This probably is 
related to the quantity of necrotic tissue present. From 
the point of view of the time available to achieve a 
rise in the antitoxin titer, the age of the wound at the 
first opportunity for treatment becomes important. 

Thus in wounds which are particularly extensive, 
or in those for which treatment is sought late, one 
must consider the advisability of strenuous prophy- 
lactic measures. Even if the person has been properly 
immunized, the use of tetanus antitoxin in addition 
to a recall toxoid injection is justified in these in- 
stances. It has been shown that such a combined im- 
munization method is effective if the material is in- 
jected in different sites. Experimentally, tetanus usu- 
ally cannot be produced in the absence of necrotic 
tissue.5 Therefore, with new or old wounds, adequate 
debridement and the open treatment of certain wounds 
is an essential part of tetanus prevention. 


PREVENTIVE MEASURES 


Examination of these facts have led to the group- 
ing of patients into three general categories for con- 
sideration for tetanus prophylaxis. 


1. In properly immunized persons whose last boost- 
er was received no more than 10 years before, and 
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whose injury is of ordinary proportions, debridement 
and a recall injection of fluid toxoid should suffice. 


2. In properly immunized persons whose last boost- 


er was received more than 10 years before or who 
present a particularly likely wound, debridement and 
the simultaneous use of recall injection of fluid toxoid 
and tetanus antitoxin is indicated. 

3. In unimmunized persons preventive measures 
should include debridement, tetanus antitoxin in doses 
of 5,000 to 30,000 units depending upon the wound, 
and the first toxoid injection of a planned active im- 
munization procedure. 


MANAGEMENT OF TETANUS 


The high mortality rate associated with active tet- 
anus has led to the constant search for new and better 
management. Many data have been accumulated con- 
cerning the effect on morbidity and mortality of each 
phase in the care of the patient, yet no one factor can 
be considered outstanding except in its relation to 
other measures. 


No appreciable decrease in mortality has been noted 
following debridement of the wound, yet it would 
seem rational to remove a source of chronic infection 
if such surgery does not endanger the patient. Local 
infiltration of 10,000 to 20,000 units of tetanus anti- 
toxin is recommended. The parenteral administration 
of 50,000 to 100,000 units of tetanus antitoxin on the 
first day of treatment seems sufficient to neutralize 
circulating toxin. There is some indication that smaller 
doses may be as effective!” and that very large doses 
increase the mortality rate. This latter may be the re- 
sult of severe serum reactions. Antibiotics have never 
been shown to shorten the course of tetanus and should 
be reserved for complicating infections. 


Until effects of “fixed” toxin have subsided, one 
is primarily concerned with the problem of prevent- 
ing tetanic spasms and convulsions. No ideal drug 
or combination of drugs has been found. Many types 
of sedatives and muscle relaxants have been used. In 
most instances difficulties encountered have been due 
to brevity of action coupled with a narrow margin 
of safety. Recently mephenesin and barbiturates have 
been recommended as a safe and effective combina- 
tion in a rather well controlled series of patients.1® 

Tracheostomy has been looked upon with favor by 
some;® however, the complications are many. In se- 

'verely ill patients with repeated laryngospasm, a tra- 
cheostomy performed early in the course may avert 
more serious difficulties. When delayed, the patient 
may be unable to withstand the procedure. 

In order to evaluate any method of therapy, similar 
cases must be compared. Pratt has suggested com- 

parison on the basis of (1) length of incubation, (2) 
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rapidity of the progress of symptoms, (3) the severity 
of the illness at the time of admission, and (4) the 
frequency and severity of spasms or convulsions after 
sedation, and amount of sedation required. Depend- 
ing on the findings, the cases then may be roughly 
classified into mild, moderate, and severe tetanus. 
Therapy which lowers the mortality rate in severe 
cases then can be considered of value.’” 


During the past 9 years there have been 22 patients 
admitted to the Children’s Hospital of the University 
of Texas Medical Branch at Galveston with a diag- 
nosis of tetanus. There were 5 patients with tetanus 
neonatorum, and the remaining 17 ranged from 214 
to 13 years of age. The over-all mortality was 36.3 
per cent. 


Although the group is small it serves to illustrate 
some of the difficulties in evaluating the treatment 
in a given series of cases. Between 1948 and 1954, 
13 patients with tetanus were admitted. Of these, 7 
survived and 6 died. Within the past 2 years 9 cases 
of tetanus have been treated, and 2 patients have died. 
Initially this suggests that therapy during the past 2 
years has been better. By examining the records of 
all patients it is apparent that the method of treat- 
ment as far as drugs are concerned has not changed 
materially between the two periods. 

Of 6 severely ill children admitted during the earlier 
period, 5 died, and of 4 similar patients admitted 
since 1955, 2 have died. It is important to note that 
mild and moderately severe cases in both groups had 
much better survival rates, 1 of 6 patients dying in 
the earlier period, and no patient dying in the latter 
period. These brief statistics emphasize, as others 
have, that severe cases of tetanus are more likely to 
be fatal, and that patients with less severe cases will 
survive if they do not succumb to therapy.!*: * 


The slight improvement in mortality rates at our 
hospital is thought to be due to a more conservative 
approach to therapy. During the latter period an at- 
tempt has been made to standardize the methods of 
treatment used. All patients are admitted to a cen- 
tral area, and the wound, if present, is locally infil- 
trated with 10,000 to 20,000 units of tetanus anti- 
toxin. The wound is then surgically debrided under 
light general anesthesia, and if tracheostomy seems in- 
dicated because of repeated difficulties with secretions 
or uncontrolled convulsions with periods of apnea and 
cyanosis, the procedure is carried out at the time of 
debridement. Fluids, electrolytes, and caloric require- 
ments are supplied intravenously. When the patient 
requires less sedation and is able to handle his own 
secretions, tube feedings are used. Tetanus antitoxin 
in doses varying from 50,000 to 100,000 units is given 
on the first day of treatment only, one-half intra- 
venously, the remainder intramuscularly. Intravenous 
barbiturates are used intermittently for the first few 
days, not to produce complete relaxation, but to allevi- 
ate spasms and convulsions. Oxygen and moisture are 
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provided, particularly if the patient has a tracheostomy. 
The bladder is catheterized and tidal irrigation em- 
ployed. The patient is attended by nurses, and the 
more severely ill children are attended continuously 
by the physician, in our case a pediatrician and an 
anesthesiologist. All routine procedures such as in- 
jections, canula changing, and turning of the patient 
are scheduled to occur at one time, preferably at the 
point of deepest sedation. Each child is observed 
closely for serum reactions. Antihistamines and in- 
travenous steroids have been used depending on the 
severity of the reaction. The patient is watched care- 
fully for pulmonary complications, and frequent cul- 
tures of the nasopharynx and canulae are taken, with 
appropriate antibiotics used as indicated. 


This plan as outlined has worked to the mutual ad- 
vantage of the patient and of those caring for him, 
because of greater familiarity with the drugs and pro- 
cedures used. It seems that the best care to be offered 
a patient with tetanus is that which generally follows 
some standard plan with allowances for individual 
variations. Once the source of toxin has been removed 
and circulating toxin neutralized, the problem is one 
of supporting the patient until the disease runs its 
course. Since the complications of tetanus are few, 
and the complications of therapy are numerous, a 
conservative approach is indicated. 


SUMMARY 


Active immunity to tetanus is effective, is long 
lasting, and can be stimulated quickly to high levels 
by recall doses. Passive immunity with tetanus anti- 
toxin is unreliable and hazardous but when indicated 
should be given in doses larger than 1,500 units. 


Suggestions for the administration of both toxoid 
and antitoxin are outlined in relation to past immuni- 


zation history of the patient and character of the 
wound. 


A flexible routine of care for the patient with tet- 
anus which employs conservative measures is the 


most likely to prevent the complications of tetanus 
and of tetanus therapy. 
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Indications and 


Contraindications 
For Various 
Anesthetics 


GEORGE J. THOMAS, M.D. 


Pittsburgh, Pennsylvania 


VERY PHYSICIAN, whether he is an internist, 
surgeon, or pediatrician, should be able to select 

the anesthetic that is most suitable for his patient. 
The internist does not operate, but he does know 
when his patient is in need of surgical intervention. 
Unfortunately, the universal anesthetic or tech- 
nique has not been found. No single agent or method 
of administration is the best for all types of opera- 


tions. The choice of anesthetic and technique should 
be governed by four factors, namely: 


1. History of previous anesthesia. 
2. Physical and laboratory findings. 
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3. The psychic and physical condition of the patient. 
4. The type of operation proposed. 


The various types of anesthetics in use at the pres- 


ent time are shown in table 1. 


LIQUID ANESTHETICS 






A brief discussion of the liquid anesthetics out- 
lined in table 1 follows. 


ETHER 


Unquestionably ether is the most reliable anesthetic 
agent for relaxation. When other agents fail to relax, 
ether is drafted into service. Since its early introduc- 
tion in anesthesia, ether has never failed to be utilized 
for overcoming the failures of other methods. Ether 
is still the most extensively used agent in spite of its 
great handicaps. However, the contraindications for 
the use of ether are many and should be observed. 
These are flammability, acidosis, idiosyncrasy, renal 
disease, advanced age of patient, cataract surgery, 
respiratory disturbance, atheromatous vessels, and in- 
creased intracranial pressure. 


Ether is irritant to the mucous membranes and 
causes increased saliva and bronchial secretions. In 
light anesthesia this may lead to retching and vomit- 
ing. Postanesthetic pulmonary complications are more 
frequent with ether. Transient albuminuria is com- 
mon, indicating mild renal damage. Consequently, 
ether is often used with other anesthetics to limit the 
dose of ether necessary. 


TABLE 1.—Types of Anesthetics in Use Today. 


I. General anesthesia 


A. Methods B. Agents 
1. Indirect 1. Liquid 
a. Oral a. Ether 
b. Pharyngeal b. Chloroform 
c. Intratracheal c. Vinethene 
(1) Inhalation d. Ethyl chloride 
(2) Insufflation e. Trichlorethylene 
d. Rectal f. Vinamar 
(1) Ether g. Fluothane 
(2) Barbiturates 2. Gas 
(3) Avertin a. Nitrous oxide 
2. Direct (intravenous) : b. Ethylene 
Barbiturates c. Cyclopropane 


II. Local or block analgesia 

A. Procaine 

B. Cocaine 

C. Pontocaine 

D. Xylocaine 
III. Spinal analgesia: One dose and continuous 
IV. Caudal analgesia 

A. Sacrocaudal 

B. Continuous caudal 


V. Hypothermia anesthesia 
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Today's patient should be assured of complete oblivion from 
pain during surgery with a minimum of discomfort and risk. In 
addition, anesthesia should be selected to maintain the pa- 
tient’s vitality and reduce the effect of shock. The various 
anesthetic agents and techniques available—from general anes- 
thesia to refrigeration analgesia—are reviewed with special 
attention to contraindications. 


CHLOROFORM 


Chloroform is certainly an excellent anesthetic for 
relaxation, especially in obstetrics when version and 
extraction are contemplated. Probably no other volatile 
anesthetic agent is capable of producing the relaxa- 
tion that can be obtained with chloroform. However, 
this agent possesses many contraindications that 
should be observed. 

These contraindications are acidosis; diabetes; ane- 
mia and asthenia; status lymphaticus in children; 
minor or prolonged operations; diseases of the heart, 
liver, and kidneys; any condition in which there is 
marked physiologic or mechanical interference with 
the respiratory function; increased intracranial pres- 
sure; and operations performed in upright position. 

Chloroform is extremely toxic to young children. 
As a protoplasmic poison the evil effects of chloro- 
form may not become evident until some time after 
administration. These late effects are known as “de- 
layed chloroform poisoning.” The symptoms include 
progressive weakness, cyanosis, pallor, restlessness, 
vomiting, delirium, coma, and death. The organs 
principally affected are the liver and kidneys. The 
pathologic picture is that of congestion, hemorrhage, 
degeneration, and central necrosis. The heart muscle 
may be pale and show signs of fatty degeneration. 
Hemorrhages are particularly frequent in the serous 
membranes and in the intestinal and stomach mucosae. 


VINETHENE 


Vinethene (vinyl ether), an inhalation anesthetic 
for short anesthesia, is of greatest value when rapid, 
easy induction and prompt recovery with a minimum 
of postanesthetic effects are desired. Administered by 
the open drop method, it is especially useful to pro- 
duce light anesthesia when unconsciousness and free- 
dom from pain are more important considerations 
than muscular relaxation. Vinethene also may be 
used with oxygen to supplement the gases, especially 
nitrous oxide and ethylene. Being a liquid, Vinethene 
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is easily transported and may be carried conveniently 
in the physician’s bag. 

Vinethene has its contraindications like other 
drugs, and they are acidosis, advanced age, debility, 
liver disease, renal insufficiency, and presence of 
cautery or flame. 

When Vinethene is used, it is important that an 
open and free airway be maintained at all times. 
Cyanosis never should be tolerated when using this 
agent. Because of the danger of respiratory arrest, 
Vinethene should not be used in high concentration. 


ETHYL CHLORIDE 


Ethyl chloride, C2H;Cl, is a gas which boils at 
12.5 C. It evaporates so rapidly that by virtue of this 
property it freezes the surrounding tissues and .in- 
duces enough local anesthesia to serve for simple 
operations. The drug also may be administered by 
inhalation as a general anesthetic. 

Although ethyl chloride may be used as a general 
anesthetic, its use as such should be discouraged. 
This is because of the narrow margin of safety be- 
tween the maintenance and toxic doses. Collapse is 
more likely to follow ethyl chloride than any other 
anesthetic. 

This anesthetic is useful in (1) the induction of 
anesthesia, that is, as a preliminary to ether anesthesia 
to obtund consciousness; (2) incomplete anesthesia, 
that is, that type of anesthesia without the mainte- 
nance stage, which goes a little further than the in- 
duction stage, approaching the stage of relaxation; 
and (3) a spray in local anesthesia. 

Ethyl chloride is a fair agent for surgical proce- 
dures requiring no longer than 5 minutes. This agent 
is an excellent one to use for induction before ether 
anesthesia. Ethyl chloride is very potent and must 
be administered with great caution. The contraindi- 
cations for the use of ethyl chloride are the same as 
those for chloroform, and in addition, ethyl chloride 


should not be used when ‘muscular relaxation is 
necessary. 


TRICHLORETHYLENE 


Trichlorethylene is a clear, volatile liquid having 
a pleasant odor; is practically insoluble in water; and 
mixes with ether, chloroform, and most organic liquids. 
This agent is nonflammable in the anesthesia range. 
When mixed with oxygen, it becomes flammable at a 
concentration of 10.4 per cent. Impurities of hydro- 
chloric acid and phosgene are liberated when trichlor- 
ethylene is exposed to naked flame. Trichlorethylene 
has no effect on the liver, kidneys, and metabolism. 


Trichlorethylene is found useful for dressing burns 
and lacerations; reductions of simple fractures; ortho- 
pedic manipulations; minor procedures involving the 
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eye, ear, nose, and throat; dental surgery; and reliev- 
ing intractible pain and migraine. 

It is not recommended for patients suffering with 
cardiac failure, active cardiac disease, and toxemia of 
pregnancy. 

It can be used in the open drop method or with 
an anesthesia machine without soda lime absorber. 


VINAMAR 


Vinamar (ethyl vinyl ether) is a clear, colorless, 
volatile liquid with a characteristic ethereal odor, 
having a chemical structure intermediate between 
diethyl and divinyl ether. It has a tendency to un- 
dergo oxidation in the absence of a stabilizer. 

Vinamar has been used for induction of anesthesia 
in children by the open drop technique. It is a satis- 
factory substitute for Vinethene, especially for pa- 
tients with cardiovascular complications. It is known 
for its rapid onset of anesthesia. The induction and 
the recovery times are very brief, definitely shorter 
than the induction time with other agents. 

Vinamar is used as an analgesic, as an adjunct to 
nitrous oxide-oxygen anesthesia, cyclopropane, and 
so forth. 

Its contraindications follow: This agent must be 
considered flammable and the same precautions must 
be taken as with other flammable agents. Muscle 


’ relaxation is poor. Vinamar produces excessive corti- 


cal activity and must be avoided if patients show 
signs of this condition. Vinamar is not recommended 
when relaxation is essential. 


FLUOTHANE 


Fluothane, CF;CIBrCH, is a clear, colorless liquid 
having an odor resembling chloroform. It is nonflam- 
mable, diffuses readily through rubber, and attacks 
metal, especially aluminum. The induction period is 
short in 1 to 2 per cent concentration. The mainte- 
nance requires 0.8 to 1.4 per cent concentration. 

This agent is given in open drop technique in 
order to avoid building up a high concentration that 
may result in circulatory complications. It resembles 
chloroform in its action. The recovery is rapid; the 
usual period is 10 to 15 minutes. Fluothane is a 
bronchial dilator. 

This agent should not be used on patients having 
cardiac disease. 


GAS ANESTHETICS 


Under the gas anesthetic agents are included nitrous 
oxide, ethylene, and cyclopropane. 


NITROUS OXIDE 


Nitrous oxide is the most popular of the gas anes- 
thetic agents. It is a valuable agent because it is non- 
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INDICATIONS FOR ANESTHETICS — Thomas — continued 


flammable when used with oxygen alone. However, 
we must bear in mind that nitrous oxide as well as 


oxygen is nonflammable but will support combustion. - 


Nitrous oxide is easy and pleasant to breathe. It is 
not irritating to the respiratory tract. 

The contraindications for the use of nitrous oxide 
are these: advanced tuberculosis; valvular heart dis- 
ease; Cataract surgery (vomiting that follows gas anes- 
thesia may be hazardous in cataract surgery); high 
metabolic activity; muscular, athletic, or alcoholic pa- 
tients; and marked physiologic or mechanical inter- 
ference with the respiratory function, necessary for 
muscular relaxation. 


ETHYLENE 


Ethylene is more valuable than nitrous oxide and 
gives better relaxation. However, the relaxation is 
not as effective as with certain other agents. Oxygen 
can be doubled with this agent. Ethylene should not 
be used if flame or cautery is employed about the 
head and neck. 





CYCLOPROPANE 


Cyclopropane is an excellent gas for many surgical 
procedures. It is a suitable agent for chest surgery 
because of high oxygen concentration and the potency 
of the agent. 

Cyclopropane is contraindicated in cardiac diseases 
and irregularities. This agent is highly explosive 
when helium is not added to the mixture. Theréfore, 
it should not be used when flame or cautery is being 
employed around the head or neck. 

Epinephrine hydrochloride and certain other sym- 
pathomimetic amines should not be used during 
cyclopropane anesthesia because there may develop 
severe cardiac irregularities which may lead to ven- 
tricular fibrillation. Cyclopropane increases the irrita- 
bility of the autonomic tissues of the heart more than 
chloroform or ether; therefore, it should be avoided 
in cases of cardiac irregularities. 


INDIRECT METHOD OF ANESTHESIA 


Intubation anesthesia has a wide range of useful- 
ness and a definite place in surgery and anesthesia. 
It is a valuable adjunct to anesthesia. Many anes- 
thetists hesitate to adopt intubation anesthesia be- 
cause of the necessity for laryngoscopy. However, 
once intubation has been performed, the margin of 
safety to the patient is greatly increased. This type 
of anesthesia provides an immediate and effective 
means of artificial respiration. It also provides as- 
sured airway for the patient at all times regardless 
of his position on the table. Intubation anesthesia 
should be employed only by those specially trained 
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in the technique. This method is contraindicated 
when there is either an acute inflammatory disease or 
a growth in the larynx or other surrounding tissues. 

Rectal anesthesia has a place in surgery, especially 
in obstetrics. It is undesirable to use this form of 
anesthesia for the following reasons: (1) The method 
is unreliable. (2) Distention of the rectum is prone 
to occur. (3) Ulceration of the colon may result in 
complications. 

Barbiturates and Avertin by rectum are useful as 
basal anesthetics. They are useful to avert the psychic 
shock that patients may experience when being trans- 
ported from their bed to the operating table. When 
these agents are used rectally, it is wrong to assume 
that a large enough dose should be administered to 
produce general anesthesia. Massive dosage of these 
drugs administered at one time frequently proves fatal. 

Contraindications are presence of shock, acidosis 
and toxemia, chronic infection with debility, and 
severe diseases of lower colon, liver, and kidneys. 


DIRECT METHOD OF ANESTHESIA 


The direct method of anesthesia refers to the in- 
travenous administration of the barbiturates. The in- 
travenous method of administering an anesthetic 
agent has a strong appeal to the experienced anes- 
thetist, the surgeon, and the patient. This method 
has the further advantage of causing a patient to tra- 
verse from the first to the middle of the surgical 
stage of anesthesia within a period of 1 to 3 minutes. 
Such rapidity of action is an improvement over the 
10 to 15 minute period required for inhalation anes- 
thetics to take effect. 


I wish to emphasize that Pentothal is not a drug 
with which liberties may be taken. Special care 
should be exercised in maintaining an efficient air- 
way at all times. A gas machine always should be 
on hand and ready for use should respiratory depres- 
sion or other complications present themselves. Final- 
ly, the drug should be administered by a thoroughly 
trained anesthetist who is competent to deal with 
any situation that may occur during the administra- 
tion of this popular but potent drug. 

Pentothal Sodium should not be employed or rec- 
ommended when there is a marked physiologic or 
mechanical interference with the respiratory func- 
tion. It is also contraindicated in inflammatory con- 
ditions of the neck complicated by edema of the 
glottis, and in tumors of the neck encroaching on the 
glottis and interfering with respiration. Children un- 
der 7 or 8 years of age, unless robust, are poor sub- 
jects. Apart from their natural fear and small veins. 
the inertia of the air in their narrow air passages 
hinders gaseous exchanges and creates an undesirable 
situation in view of their relatively high oxygen 
requirements. It is inadvisable to use this agent on 
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patients suffering with respiratory embarrassment due 
to cardiac decompensation. I feel that it is contra- 
indicated in the presence of bronchiectasis, severe 
anemia, and shock. I believe also that Pentothal is 
contraindicated in abdominal surgery when deep re- 
laxation is important. Furthermore, cases of intestinal 
obstruction react poorly to Pentothal Sodium alone. 
Pentothal should be supplemented with block or 
spinal analgesia in this type of surgery, or with nitrous 
oxide and oxygen and muscle relaxant. 


LOCAL AND BLOCK ANALGESIA 


Local and block analgesia are useful and have a 
definite place in surgery, especially in cases of head 
injury, shock, and gas poisoning. The contraindica- 
tions can be briefly stated as follows: idiosyncrasy to 
epinephrine, procaine, cocaine, or their derivatives 
and youth of the patient with resulting inability to 
cooperate. 


SPINAL ANALGESIA 


Spinal analgesia is a valuable adjunct to surgery. 
It is being used with considerable satisfaction in op- 
erations involving the regions below the diaphragm. 
The contraindications may be briefly summarized as 
extensive cardiovascular disease; brain or cord tumor; 
syphilis—cerebral, spinal, or systemic; turbid spinal 
fluid; shock (spinal analgesia may be employed if 
shock is properly treated first); tuberculosis of spine; 
metastatic lesions of spine; skin lesions at site of 
proposed lumbar puncture; marked debility; perni- 
cious anemia with symptoms referable to spinal cord; 
extreme youth and‘marked nervousness; preoperative 
hysteria; preoperative headaches of long duration; 
occurrence of headache at previous lumbar tap; fam- 
ily history of headache; symptoms of lesions of the 
central nervous system; poliomyelitis with residual 
symptoms; history of bad reaction from a previous 
spinal analgesia; and hypersensitivity to available 
drugs. 

The advantage of continuous spinal anesthesia is 
that it provides a fractional dose of the anesthetic 
agent for longer and more difficult surgery. The op- 
erator does not have to work against time. 

The disadvantages of continuous spinal analgesia 
are lapse of time required to perform the analgesia 
and the danger of breaking the needle in the back. 


CAUDAL ANALGESIA 


The sacrocaudal and continuous caudal analgesia 
are useful for saddle type anesthesia. The field is in- 
deed limited but very satisfactory. There is less anes- 
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thetic shock with this technique. The disadvantages 
are purely technical. This technique is not applicable 
to patients with abnormalities of sacrum or low-lying 
dura. It cannot be used in the presence of local in- 
fection over the sacrum. Perhaps the most serious 
disadvantage is the time consumed in assembling 
equipment, making the injection, and allowing com- 
pletion of analgesia. 


REFRIGERATION ANALGESIA 


Refrigeration analgesia’ occasionally is employed 
for amputation of the extremities. A tourniquet is 
applied and the limb is encased in ice, or refrigera- 
tion is obtained by use of a thermostatically regulated 
apparatus with refrigerated blankets or applicator 
over a period of 3 hours. 

The results thus far have been satisfactory. The 
patients have more comfortable postoperative periods, 
with a reduction of mortality percentages. Because 
of the slowing up of the circulation in the frozen 
part, there is less absorption of the toxic products 
from the damaged extremity. 

Refrigeration or hypothermia (more recent termi- 
nology) is becoming more popular for neurosurgery 
and certain types of cardiovascular surgery. 


CONCLUSIONS 


I have endeavored to give a brief review, with 
special attention to contraindications, of the various 
anesthetic agents and techniques available at this 
time. However, I wish to suggest that no longer 
should the leaders in medicine and surgery be satis- 
fied with a form of anesthesia that simply renders 
the patient insensible to pain during the operation. 
They should insist upon maintaining the patient’s 
vitality and reducing the effect of shock so that the 
patient may be as comfortable as feasible during re- 
covery and convalescence. The patient of our time 
should be assured of complete oblivion from pain 
during surgery, with a minimum of discomfort and 
risk. 


» Dr. Thomas, 1009 Duffield Street, Pittsburgh 6, Pa. 


Heart Specialists Study 
Classification of Atherosclerosis 


Fifteen outstanding scientists from five continents were 
invited by the World Health Organization to attend a five- 
day conference to study the classification of atherosclerotic 
lesions and to make recommendations for a unified nomen- 
clature of the terms used in the various parts of the world. 
The meeting, held in Washington in October, was called by 
WHO and conducted by the Pan American Sanitary Bureau. 


The National Heart Institute, U. S. Public Health Service, 
collaborated. 
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Unemployment 
Compensation and - 
The Physician’s 
Payroll 








MAURICE W. ACERS 


Austin, Texas 


HE AVERAGE Texas physician has an unem- 

ployment compensation tax rate of 2.0 per cent. 
His average payroll tax per employee during the past 
year was $47.17. Many physicians, however, could 
obtain Texas’ minimum rate of 0.1 per cent and 
thereby lower the tax cost per employee to $2.36. 



















Maurice W. Acers is the employ- 
ers’ representative on the Texas 
Employment Commission. 





Texas physicians with as many as four employees are subject 
to a payroll tax for unemployment compensation. Some physi- 
cians unnecessarily may be paying more than the minimum tax 
rate. All physicians are invited to take advantage of the serv- 
ices of the Texas Employment Commission. 








That difference between average and minimum was 
too much. Reducing the rate for the final period of 
1957 and the year ahead is something any physician 
can do right now. 

As your representative and as commissioner repre- 
senting the 66,000 Texas employers subject to the 
Texas Unemployment Compensation Program, I will 
list some ways of reducing this tax after a brief dis- 
cussion of how and why this tax is levied. 









OPERATION OF LAW 





Some physicians became liable for this payroll tax 
for the first time during 1956. Those employing 
fewer than eight people had not previously been 
affected. The Texas Legislature extended the cov- 
erage to include employers with four to eight em- 
ployees, and that gave numerous workers in the med- 
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ical world the protection of unemployment insurance. 
These physicians became subject to the beginning 
state tax of 2.7 per cent for the first $3,000 of annual 
wages paid their employees. 

The Texas Legislature had no choice about extend- 
ing the coverage. Federal laws had already provided 
for it, and the Texas solons acted only to secure for 
these physicians the advantages of our state taxation 
schedule. 

The federal levy would have been a flat 3 per cent 
regardless of employer experience rating, which is de- 
termined by the unemployment compensation claims 
filed against an employer's record. 

The state tax starts out as a total 3 per cent—2.7 
per cent of the state levy and 0.3 for administration 
of the federal employment security program. But the 
Texas statutes allow for lower rates after 18 months 
in most instances. The total of state and federal tax 
paid by the average Texas employer with an experi- 
ence rating was less than 1 per cent last year. In fact, 
the average state rate for all employers was 0.65 per 
cent and for rated employers was 0.44 per cent. 

The federal take of 0.3 is static. But that state fig- 
ure is something we can do something about. It is 
no small cost for the state’s physicians either. During 
1956 they paid $138,683 in state taxes. Without their 
experience ratings their year’s bill would have been 
$187,245. At the state’s minimum rate of 0.1 per cent 
these Texas physicians would have paid only $6,935. 


$187,245 


$138,683 $6,935 
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What It Could 


What It Was 


What It Could 
Have Been at Have Been at 


£.¢% 0.1% 


Fig. 1. State unemployment compensation payroll taxes 
paid by Texas physicians in 1956 in contrast with what 
the payment would have been at maximum tax rates and 
at minimum tax rates. (Prepared by Texas Employment 
Commission.) 


RECOMMENDATIONS 







Study of the following thoughts and suggestions will 
help both physicians and Employment Commission: 


1. It is possible you are over-paying unemployment 
taxes. 
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UNEMPLOYMENT COMPENSATION TAXES—Acers—cont'd 


2. It was never intended that unemployment com- 
pensation would make idleness more attractive than 
work. 


3. It is your money that goes into the employment 
security program, not your employees’. 

4. You have the right to protest any unfair claim 
for unemployment compensation insurance. 

5. Your tax rate may be affected if you were a 
base period employer of any eligible claimant. 

6. Keep a file of your firm’s separation notices for 
ready reference. 

7. Make sure your employees know the difference 
between voluntary quits, lay-offs, and discharges. 

8. Train your supervisors in protest procedure so 
that they will know when to recommend filing. If 
you do file a protest, be sure it is filed within the 
time specified on the notice. 


9. Investigate the appeals procedure and use it to 
the fullest extent. 


10. Use the job placement services of your nearest 
Texas Employment Commission office. 


® Mr. Acers, Texas Employment Commission, Austin. 


Serious Reactions 
To Penicillin Increase 


An increasing amount of serious reactions to penicillin 
have occurred each year, reported Dr. Henry Welch, chief 
of the Food and Drug Administration’s Division of Anti- 
biotics, to the fifth annual Symposium on Antibiotics. 

The results of a nationwide FDA survey covering from 
1953 to 1957, which Dr. Welch presented, showed that 
reports of penicillin reactions with a relatively high per- 
centage of fatalities have been appearing in the medical 
literature since 1945. Dr. Welch said that there were a 
substantially higher number of reactions to penicillin than 
to other antibiotics. 


Dr. Welch pointed out that an estimated 10 per cent of 
the population, 17,000,000 persons, are prone to become 
sensitive in some degree to various ‘substances in foods, 
drugs, and cosmetics. It is not possible, he said, to deter- 
mine, however, absolutely that an individual will or will 
not suffer a reaction. The number of reactions to penicillin 
is still small when it is considered that millions of persons 
receive the drug each year and that it has sayed tens of 
thousands of lives. He said that increased reactions are to 
be expected in the wide use of a highly antigenic substance. 

Nearly one-third of the cases reported in the FDA survey 
were classed as life-threatening, and two-thirds as not life- 
threatening. The trend of increase in serious reactions, espe- 
cially from penicillin given by intramuscular injection, 
shows that there should be a clear-cut indication of need 
before the drug is administered, Dr. Welch suggested. The 
survey showed that the broad spectrum antibiotics, which 
include the three tetracyclines and chloramphenicol, cause 
relatively few adverse reactions. Tetracycline antibiotics, 
however, should be used cautiously, particularly for patients 
undergoing abdominal surgery, said Dr. Welch. 


Copies of the complete report on serious reactions to anti- 
biotics will be made available to the medical profession, 
said FDA officials. 
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Coma and Psychosis 
Following 

Possible Insulin 
Hypersensitivity 


With Remission of Narcotic 
Addiction After Severe 
Hypoglycemic Shock 


NATHAN COTLAR, M.D. 


Houston, Texas 


N 1934 SAKEL introduced insulin shock therapy. 
The frequency of these treatments in psychiatry, 
and with insulin shock complicating diabetes mellitus, 
has caused much to be written on this subject. In this 
particular case report the following points of interest 


Dr. Cotlar, clinical instructor in 
medicine, Baylor University Col- 
lege of Medicine, presented this 
case report to the Texas Diabe- 
tes Association, April 22, 1956, 
in Galveston. 


Prolonged insulin shock, insulin hypersensitivity, organic brain 
disease in prolonged hypoglycemia, manic psychosis complicat- 
ing recovery, and an incidental cure of narcotic dependency 
resulting from therapeutic effect of coma are noted in a case 
of a diabetic housewife admitted to the hospital in shock. 


will be observed: (1) prolonged insulin shock, (2) 
insulin hypersensitivity, (3) organic brain disease in 
prolonged hypoglycemia (a distinct neurological en- 
tity), (4) manic psychosis complicating recovery, and 
finally (5) an incidental narcotic dependency cure 
resulting from therapeutic effect of coma. 
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INSULIN HYPERSENSITIVITY — Cotlar — continued 


CASE REPORT 


A housewife, a 35 year old known to have diabetes for four 
years, had a history of severe narcotic dependency of three 
years’ duration. 

Following two doses of regular insulin at 8 a. m. and 12 
noon, totalling 70 units, she went into a stupor, and then 
into a coma, with signs of insulin shock, including sweating, 
salivation, tachycardia, stertorous breathing, twitchings, fixed 
pupils, and complete flaccidity of all her extremities. Gly- 
cosuria had been caused by ingestion of 16 or 18 bars of 
chocolate candy on the preceding night. 

This manner of immature behavior and self-punishment 
characterized the patient’s indifferent attitude towards her 
diabetes. After an occasional domestic quarrel, she would 
spend the night at a hotel or tourist court with her older 
teen-age daughter, awaiting the arrival of her husband a day 
later to escort her back home. During this time she would 
grossly violate her dietary restrictions, eating candy and other 
sweets at will and in large amounts. 

It was under such circumstances that she became ill with 
glycosuria 4 plus and subsequent insulin shock. She was ad- 
mitted to the hospital, in spite of her protests and objections, 
for by now she had become unaware of her surroundings and 
condition. Upon admission to the hospital she was in insulin 
shock with a blood sugar level of 7 mg. per 100 cc. and a 
negative urine sugar determination. She was given 25 Gm. 
of glucose intravenously in concentrated solution. Two min- 
utes later, when she failed to respond, the infusion was re- 
peated, and again there was absence of any response. Her 
deep reflexes disappeared, and she was completely atonic. 
Her pupils fixed, and her temperature and pulse rose to 105 
F. (axillary) and 130 per minute, respectively. Although 
her temperature dropped to 102 F. the next day, she remained 
moribund, and it was feared that her coma was irreversible. 
With the slightest overdosage of insulin, she became hypo- 


glycemic again, as occurred during the first night of her 
admission. 


Considerable difficulty was encountered in her insulin 
therapy, for she had become hypersensitive, and it was neces- 
sary to limit her dosage to 5 or 10 units in spite of marked 
hyperglycemia. Her total daily dose averaged 25 to 30 units 
(regular insulin). In spite of blood sugar levels which fre- 
quently exceeded 300 mg. per 100 cc., her urine sugar con- 
tent was diminished remarkably with relatively small insulin 
dosage (table 1). 

The patient had some brain damage, as indicated by the 
finding in the spinal fluid of 336 blood cells per cubic centi- 
meter, half of them white and half red, with slight xantho- 
chromia, as well as the clinical picture, with Cheyne-Stokes 
breathing, twitchings, aphasia, dysarthria, positive Babinski 












TABLE 1.—Patient’s Hypersensitivity to Insulin. 


sign, and finally mental disturbances, manifested by negativ- 
ism, then irritability, belligerence, and violence. These signs 
disappeared, and she ultimately reverted from her coma and 
stupor into increased psychomotor activity and obviously 
severe mental disturbance. Finally she recovered fully from 
these temporary brain changes. 

She had remained in a state of coma with her initial clini- 
cal picture essentially unchanged, in spite of constant hyper- 
glycemia, for six days. She began grunting and groaning, 
moving about in bed, salivated profusely with excessive spit- 
ting, became irritable and also slightly responsive to stimu- 
lation during the second week, and then became slightly com- 
municative and responded to some questioning for about 10 
more days, exhibiting dysarthria and aphasia. Twenty-one 
days after admission she showed the first signs of good clear- 
ing of her sensorium and asked why she was in the hospital. 
A few days later she began showing signs of being mentally 
disturbed, with talking at random, screams, salivation and 
spitting, and uncontrollable outbursts; she exhibited a silly 
and childish or moronic mentality at times. She would not 
tolerate a gastric tube for feeding, and because she refused to 
eat, there was a continuing problem of managing her diabetes. 
Her maniacal outbursts were uncontrollable, in spite of chloral 
hydrate and paraldehyde. Large doses of Thorazine finally 
quieted her. 


As noted before, the patient was known to be addicted to 
narcotics. The cause of her addiction was not believed to be 
due to prior narcotic therapy, but rather to a basically inade- 
quate personality in an emotionally immature individual. To 
exemplify, she was reported always to have been somewhat 
childish in her behavior, complained loudly of her somatic 
problems, and had practically no responsibility for her own 
welfare or the rearing of her two young daughters. She had 
been dependent upon Demerol and other narcotics for several 
years. In addition to numerous hospital admissions, when 
she received enormous dosages, including several withdrawal 
programs, all of which were to no avail, she had frequent 
self-administered Demerol injections over long periods of 
time. She had been treated for addiction by numerous doc- 
tors in Houston, Galveston, Dallas, and the Joslin Clinic in 
Boston, but these treatments were of no avail. 

The patient and members of her family now admit, with 
profound gratification, that since this prolonged coma, the 
patient has never had, or felt the need for, any type of nar- 
cotic, “not even sleeping tablets.” This freedom from the 
drug habit has continued thirty-four months and probably 
will be permanent. 

During my last consultation with this patient, January 2, 
1957, I learned that she has done very well, is able to utilize 
sufficient amounts of glucose to keep out of acidosis, and is 
considered cured of her addiction. Her husband feels that 
improved personality and emotional standards also are evi- 
dent since her illness. Her insulin maintenance is 10 units 
daily, the lowest since insulin therapy was begun in 1951. 





7-———Tests Before Insulin—_, Insulin -—Tests After Insulin— 
Date Blood Sugar = Urine (Regular) Urine 
(1954) Hour (mg./100 cc.) Sugar Units Given Hour Sugar 
Meee) bel IS etrtaar Sune e ee oee 5 p. m. 236 4+ 40 9 p.m. neg. 
(blood sugar 30 
8-12 neg SLR, 8 a. m. 174 4+ 20 12 noon trace 
8-27 I Go kaks a Stee 8 a.m. 131 4+ 5 10 a. m. neg. 
4p.m. 4+ 10 6 p. m. i+ 
8-30 Bt Silanes, 272 3+ 5 
5 (2 p.m.) 4p. m. trace 
9-3 eicee eae 9:40 a. m. 450 4+ 10 
5 (11:30 a. m.) 2 p. m. neg. 
BE ne Tr saxt fu sala dectebees Ghee ese 9:30 a. m. 304 3+ 5 
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5 (11:30 a. m.) 1:30 p.m. neg. 
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INSULIN HYPERSENSITIVITY — Cotlar — continued - 


DISCUSSION 


Brodwall, Skulstad, and Sagberg” of Bergen, Nor- 
way, have discussed protracted insulin coma and noted 
that its final outcome may be complete recovery, par- 
tial recovery with various physical or mental defects, 
or even death. Of the numerous causes of hypo- 
glycemia, the most common is insulin treatment, and 
such was the case in this instance. 

The question of insulin sensitivity, or hypersensitiv- 
ity, or allergic reactions to insulin (animal and human 
types) has been the subject of study by Lowell,* Zon- 
dek and Bromberg,® and others, and has proved to 
be a difficult and confusing problem. It should be 
pointed out that Lowell has studied a patient whom 
he found to be allergic to both animal and human 
insulin. Zondek and Bromberg’s series with scratch 
tests led to uncertain conclusions, and were thus dif- 
ficult to evaluate. 

Ziegler® has reported such neurological signs and 
symptoms as were present in this case, following in- 
sulin coma therapy in his study of 22 young schizo- 
phrenic patients who had no previous history of neu- 


rologic disorder, nor had they had any previous in- 


sulin therapy. 

In such instances of delayed awakening, or poten- 
tially irreversible coma, as was present in this case, 
Jameson and Ford* have reported exceptional re- 
sponse to Novaldin (Winthrop-Stearns), 2 cc. intra- 
venously. This (Sike’s) method was not used in this 
case. 

The psychosis, while not uncommon in such cases, 
raised the question as to possible brain damage in 
this patient, for it has been shown by several writers 
that persistent hypoglycemia, or repeated attacks of 
insulin shock (therapy) cause certain brain changes 
which may and do result in microscopic brain cellular 
changes and, grossly, in necrosis, liquefaction, and 
sometimes cystic brain degeneration. Postmortem 
studies reported by Baker! revealed such changes and 
the observation of cysts as large as eggs and small 
oranges in fatal cases. He described severe damage 
to the cerebral tissues with gross petechiae and areas 
of encephalomalachia with cyst formation, chiefly in 
the white substances. Histologically, he observed nerve 
cell alterations, cerebral petechiae, diffuse and focal 
glial proliferation, and finally, large areas of demye- 
linization, encephalomalachia, and cyst formation. 
The glial proliferation is very striking and often oc- 
curs without any associated myelin tissue injury. For 
these reasons, many psychiatrists view with some con- 
cern the possibility of these changes from insulin 
shock therapy, and a few are said to have discontinued 
its use altogether. 

A somewhat spectacular aspect of this case was the 
apparent cure of narcotic addiction resulting from 
the prolonged coma. 
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SUMMARY 


A young married woman was admitted to the hos- 
pital in deep insulin shock which at first appeared 
to be irreversible.. After one week she became slight- 
ly responsive, and after two more weeks developed a 
clear sensorium; then in a few days she became men- 
tally disturbed, with a well defined psychosis. She 
also exhibited marked insulin hypersensitivity com- 
plicating her treatment further, and showed remark- 
able changes in her blood and urine studies with only 
5 to 15 units of regular insulin. When complete re- 
covery was pronounced, it was noted that a severe 
narcotic dependency had been overcome, which had 


resulted as an incidental occurrence with her near- 
fatal shock. 


Thirty-four months later, she has continued to be 
fully recovered, totally free of narcotic habit, and 
exercising proper and diligent care of herself. 
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Blood “Sludging” 
May Cause Ear Disorders 


“Sludging” of the blood, brought on by emotional diffi- 
culties, is involved in the development of several ear dis- 
orders, said Dr. Edmund Prince Fowler, a New York 
otolaryngologist. 


Examination of the eyes’ blood vessels has revealed clumps 
of red blood cells, or sludge, circulating in the blood during 
acute, chronic, and progressive illness, in old age, after 
severe burns or injuries, and after emotional upheavals, said 
Dr. Fowler. The sludging seems to be a reaction to strain 
—either physical as in an injury or illness, or emotional, 
said Dr. Fowler in the October issue of the Archives of 
Otolaryngology. 


Dr. Fowler observed such sludge in various types of sud- 
den and progressive deafness, in Meniere’s disease, and in 
otosclerosis. He said that when blood cells aggregate in 
clumps, a shortage of oxygen develops in the area. The 
clumps clog the blood vessels and prevent the normal flow 
of blood. Since most of their surfaces are smothered, the 
cells’ ability to take up and discharge oxygen is curtailed. 
If the oxygen is cut off too long, damage to surrounding 
cells may result, and ear disorders may result, said Dr. Fowler. 
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MEDICAL 


* Coming Meetings 





Texas Medical Association, Houston, April 19-22, 1958 (Executive 
Council, Jan. 19, 1958). Dr. Denton Kerr, Houston, Pres.; Mr. C. 
Lincoln Williston, 1801 North Lamar Blvd., Austin, Executive Secy. 


Current Meetings 


NOVEMBER 


American Public Health Association, Cleveland, Nov. 11-15, 1957. Dr. 
John W. Knutson, Washington, D. C., Pres.; Dr. R. M. Atwater, 
1790 Broadway, New York 19, Executive Secy. 

Radiological Society of North America, Chicago, Nov. 17-22, 1957. 
Dr. C. Edgar Virden, Kansas City, Pres.; Dr. Donald S. Childs, 
713 E. Genesee, Syracuse 2, N. Y., Secy. 

Southern Medical Association, Miami Beach, Nov. 11-14, 1957. Dr. 
J. P. Culpepper, Jr., Hattiesburg, Miss., Pres.; Mr. V. O. Foster, 
1020 Empire Bldg., Birmingham 3, Secy. 


Fourth District Society, Brownwood, Nov. 7, 1957. Dr. Scott H. Mar- 
tin, San Angelo, Pres.; Dr. Fred Spencer, Jr., 308 W. Chandler, 
Brownwood, Secy. 

Fifteenth District Society, Marshall, Nov. 10, 1957. Dr. L. E. Rut- 
ledge, Daingerfield, Pres.; Dr. O. R. Taylor, Jr., Linden, Secy. 


Blackford Memorial Cancer Lectures, Denison, Nov. 5, 1957. Dr. R. 
G. Gerard, 509 S. Mirick, Denison, Chm. 


DECEMBER 


American Medical Association, Clinical Meeting, Philadelphia, Dec. 
3-6, 1957. Dr. David B. Allman, Atlantic City, Pres.; Dr. George 
F. Lull, 535 North Dearborn, Chicago 10, Secy. 


American Academy of Dermatology and Syphilology, Chicago, Dec. 7- 
12, 1957. Dr. Nelson P. Anderson, Los Angeles, Pres.; Dr. James 
R. Webster, 55 E. Washington, Chicago 2, Secy. 

Southern Surgical Association, White Sulphur Springs, West Va., Dec. 
10-12, 1957. Dr. Floyd W. McRae, Atlanta, Pres.; Dr. George G. 
Finney, 2947 St. Paul, Baltimore, Secy. 


Private Clinics and Hospitals Association of Texas, Dallas, Dec. 14-15, 
1958. Dr. R. D. Holt, Meridian, Pres.; Mr. Bill Schumacher, Box 
383, Sherman, Executive Secy. 

Texas Academy of Internal Medicine, Houston, December, 1957. Dr. 
Jay C. Crager, Beaumont, Pres.; Dr. Hugo T. Engelhardt, 1216 Main, 
Houston, Secy. Meetings restricted to members. 

Texas Division, American Cancer Society, Austin, Dec. 5-6, 1957. Dr. 
Porter Brown, Fort Worth, Pres.; Mr. Curt W. Reimann, 5014 Bull 
Creek Rd., Austin 3, Executive Director. 

Texas Rheumatism Association, Houston, Dec. 6, 1957. Dr. Jesse W. 
Hofer, Houston, Pres.; Dr. Warren W. Moorman, 901 W. Leuda, 
Fort Worth, Secy. 

Texas Society of Ophthalmology and Otolaryngology, Austin, Dec. 6-7, 
1957. Dr. Owen R. O'Neill, Paris, Pres.; Dr. Edwin G. Grafton, 
4319 Oak Lawn, Dallas, Secy. 


Texas State Board of Medical Examiners, Fort Worth, Dec. 5-7, 1957. 
Dr. M. H. Crabb, 1714 Medical Arts Bldg., Fort Worth, Secy; Miss 
Luanna Knox, Assistant Secretary. 


National and Regional 


American Academy of Allergy, Philadelphia, Feb. 3-5, 1958. Dr. Carl 
E. Arbesman, Buffalo, N. Y., Pres.; Dr. Francis C. Lowell, 65 E. 
Newton, Boston, Secy. 

American Academy of General Practice, Dallas, March 22-27, 1958. 
Dr. Malcom E. Phelps, El Reno, Okla., Pres.; Mr. Mac F. Cahal, 

Volker Blvd. at Brookside, Kansas City 12, Executive Secy. 
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American Academy of Obstetricians and Gynecologists, Los Angeles, 
April 21-23, 1958. Dr. R. Gordon Douglas, New York, Pres.; Dr. 
John C. Ullery, Ohio State University Hospital, Columbus, Secy. 


American Academy of Ophthalmology and Otolaryngology, Chicago, 
Oct. 12-17, 1958. Dr. Leroy A. Schall, Boston, Pres.; Dr. W. L. 
Benedict, 15 Second St. S.W., Rochester, Minn., Secy. 

American Academy of Pediatrics, New York, April 21-23, 1958. Dr. 
Stewart H. Clifford, Brookline, Mass., Pres.; Dr. E. H. Christopher- 
son, 1801 Hinman Ave., Evanston, Ill., Secy. 


American Association for Maternal and Infant Health, 1960. Mr. 
Howard I. Wells, Jr., 116 S. Michigan Ave., Chicago 3, Executive 
Secy 


American Association for Thoracic Surgery, Boston, May 16-18, 
1958. Dr. Brian Blades, Washington, D. C., Pres.; Dr. Hiram T. 
Langston, 600 S. Kingshighway, St. Louis 10, Mo., Secy. 


American Association of Genito-Urinary Surgeons, Edgewater Park, 
Miss., April 23-25, 1958. Dr. George F. Cahill, New York, Pres.; 
Dr. W. J. Engel, 2 East 54th, New York 22, Secy. 

American Association of Obstetricians and Gynecologists. Dr. F. Bay- 
ard Carter, Durham, N. C., Pres.; Dr. E. Stewart Taylor, University 
of Colorado School of Medicine, 4200 E. 9th, Denver, Secy. 

American Cancer Society. Dr. D. A. Wood, San Francisco, Pres.; Mr. 
M. R. Runyon, 521 W. 57th, New York, Executive Vice-Pres. 

American College of Allergists, Atlantic City, April 20-25, 1958. Dr. 
Merle Moore, Portland, Ore., Pres.; Dr. David Thomas, 1467 Har- 
per St., Augusta, Ga., Secy. 

American College of Chest Physicians, San Francisco, June 18-22, 
1958. Dr. Burgess L. Gordon, Philadelphia, Pres.; Mr. Murray 
Kornfeld, 112 E. Chestnut, Chicago 11, Executive Secy. 


American College of Gastroenterology, New Orleans, Oct. 20-28, 1958. 
Dr. C. Wilmer Wirts, Philadelphia, Pres.; Mr. Daniel Weiss, 33 
West 60th, New York 23, Executive Director. 

American College of Physicians, Atlantic City, April 28-May 2, 1958. 
Dr. Richard A. Kern, Philadelphia, Pres.; Mr. E. R. Loveland, 4200 
Pine, Philadelphia 4, Secy. 

American College of Radiology, Chicago, Feb. 5-8, 1958. Mr. W. C. 
Stronach, 20 N. Wacker Dr., Chicago 6, Executive Director. 

American College of Surgeons. Dr. Daniel C. Elkin, Lancaster, Ky., 
Pres.; Dr. Michael L. Mason, 40 E. Erie, Chicago 11, Secy. 

American Congress of Physical Medicine and Rehabilitation. Dr. Don- 
ald L. Rose, Kansas City, Kan., Pres.; Dorothea C. Augustin, 30 N. 
Michigan Ave., Chicago, Executive Secretary. 

American Dermatological Association, Sun Valley, June 4-8, 1958. Dr. 
Clark W. Finnerud, Chicago, Pres.; Dr. Hamilton Montgomery, 200 
1st, S.W., Rochester, Minn., Secy. 

American Gastro-Enterological Association, Washington, D. C., May 
30-31, 1958. Dr. F. J. Ingelfinger, 65 E. Newton, Boston 18, Secy. 

American Gynecological Society, Asheville, N. C., May 19-21, 1958. 
Dr. Howard C. Taylor, Jr., New York City, Pres.; Dr. A. A. Mar- 
chetti, 3800 Reservoir Rd., N.W., Washington 7, D. C., Secy. 

American Heart Association. Dr. Edgar V. Allen, Rochester, Minn., 
Pres.; Mr. John D. Brundage, 44 E. 23rd, New York 10, Secy. 

American Hospital Association, Chicago, Aug. 18-21, 1958. Mr. Tol 
Terrell, San Angelo, Pres.; Dr. Edwin L. Crosby, 18 E. Division, 
Chicago 10, Executive Director. 

American Laryngological, Rhinological, and Otological Society, San 
Francisco, May 21-23, 1958. No 1957 meeting. Dr. Lawrence R. 
Boies, Minneapolis, Pres.; Dr. C. S. Nash, 277 Alexander, Rochester 
7. N. Y., Secy. 

American Neurological Association, Atlantic City, June 16-18, 1958. 
Dr. Israel S. Wechsler, New York, Pres.; Dr. Charles Rupp, 133 
S. 36th, Philadelphia 4, Secy. 

American Ophthalmological Society, White Sulphur Springs, W. Va., 
May 28-30, 1958. Dr. Walter S. Atkinson, Watertown, N. Y., Pres.; 
Dr. M. C. Wheeler, 30 W. 59th, New York 19, Secy. 

American Orthopedic Association, Hot Springs, Va., June 24-27, 1958. 
Dr. David M. Bosworth, New York, Pres.; Dr. Harold A. Safield, 
715 Lake St., Oak Park,’ Ill. 

American Pediatric Society, Atlantic City, N. J., May 8-9, 1958. Dr. 
A. Ashley Weech, Cincinnati, Pres.; Dr. A. C. McGuinness, Room 
1036, 2800 Quebec St., N.W., Washington 8, D. C., Secy. 

American Proctologic Society, Los Angeles, June 29-July 3, 1958. Dr. 
Julius E. Linn, Birmingham, Pres.; Dr. Norman D. Nigro, 10 Peter- 
boro, Detroit 1, Secy. 

American Psychiatric Association, San Francisco, May 12-16, 1958. 
Dr. Harry C. Solomon, Boston 15, Pres.; Dr. William Malamud, 
80 E. Concord, Boston 18, Secy. 

American Society of Anesthesiologists, Pittsburgh, Pa., Oct. 19-24, 
1958. Dr. Ralph S. Sappenfield, Miami, Pres.; Dr. J. E. Remlinger, 
Jr., Wilmette, Ill., Secy. 

American Society of Clinical Pathologists, Chicago, Nov. 1-8, 1958. 
Dr. Harry P. Smith, New York, Pres.; Dr. Clyde G. Culbertson, 
1040 W. Michigan, Indianapolis 7, Secy. 

American Surgical Association, New York, April 16-18, 1958. Dr. 
John H. Mulholland, New York, Pres.; Dr. William Altemeier, 
Christian R. Holmes Hospital 19, Cincinnati, Secy. 

American Urological Association, New Orleans, April 28-May 1, 1958. 
Dr. William J. Baker, Chicago, Pres.; Dr. Samuel L. Raines, 188 S. 

Bellevue Blvd., Memphis, Tenn., Secy. 
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Association of American Physicians and Surgeons, San Francisco, April 
10-19, 1958. Dr. Cyrus W. Anderson, Denver, Pres.; Mr. Harry 
E. Northam, 185 N. Wabash Ave., Chicago 1, Executive Secy. 

International College of Surgeons, U. S. Chapter. Dr. Curtice Rosser, 
Dallas, Pres.; Dr. Karl Meyer, 1516 Lake Shore Dr., Chicago, Secy. 

National Tuberculosis Association, Philadelphia, May 18-23, 1958. Dr. 
William M. Morgan, New York, Pres.; Mrs. Wallace B. White, 
1790 Broadway, New York 19, Secy. 

Southern Psychiatric Association. William H. McCullagh, Jackson- 
ville, Fla., Pres.; Dr. Joseph L. Knapp, 210 N. Westmoreland, 
Dallas, Secy. 

Southwest Allergy Forum, Shreveport, Feb. 23-25, 1958. Dr. H. Whit- 
ney Boggs, Shreveport, Pres.; Dr. J. D. Youman, 2021 Line Ave., 
Shreveport, Secy. 

Southwest Regional Cancer Conference, Fort Worth, September, 1958. 
Dr. O. J. Wollenman, Jr., Fort Worth, Chm.; Mrs. Ira Frances Ball, 
264 W. 11th, Fort Worth, Secy. 

Southwestern Medical Association. Dr. Celso C. Stapp, El Paso, Pres.; 
Dr. C. M. O'Leary, 207 Plaza Court Bldg., Oklahoma City, Secy. 
Southwestern Society of Nuclear Medicine. Dr. Jack G. S. Maxfield, 
Dallas, Pres.; Dr. J. R. Maxfield, Jr., 311 Medical Arts Bldg., Dal- 

las, Secy. 

Southwestern Surgical Congress, Houston, March 31-April 2, 1958. 
Dr. Kenneth C. Sawyer, Denver, Pres.; Dr. C. M. O’Leary, 207 
Plaza Court Bldg., Oklahoma City, Secy. 

Tri-State Medical Assembly, Shreveport, Sept. 18, 1958. Dr. James 
Gatline, Camden, Ark., Pres.; Dr. Jason Sanders, Sanders Clinic, 
Kings Highway, Shreveport, La., Secy. 

United States-Mexico Border Public Health Association, Hermosillo, 
Sonora, Mexico, April, 1958. Malcolm H. Merrill, Berkeley, Calif., 
Pres.; Dr. Sidney B. Clark, 243 U. S. Court House, El Paso, Secy. 


State 


Texas Academy of General Practice, San Antonio, Sept. 22-24, 1958. 
Dr. G. W. Cleveland, Austin, Pres.; Mr. Donald C. Jackson, 1905 
N. Lamar, Austin, Executive Secy. 

Texas Air-Medics Association, Houston, April 20-21, 1958. Dr. W. D. 
_ Fort Worth, Pres.; Dr. C. F. Miller, P. O. Box 1338, Waco, 


Texas Association of Blood Banks. Dr. C. D. Fitzwilliam, Fort Worth, 
Pres.; Miss Marjorie Saunders, 3707 Gaston Ave., Dallas, Secy. 
Texas Association of Obstetricians and Gynecologists, Galveston, Feb- 
ruary, 1958. Dr. Arthur M. Faris, Houston, Pres.; Dr. Oran V. 

Prejean, 4317 Oak Lawn, Dallas, Secy. 

Texas Chapter, American Association of Public Health Physicians, 
Houston, April 20, 1958. Dr. Roy G. Reed, Victoria, Pres.; Dr. 
A. R. Doane, 410 E. Sth, Austin, Secy. 

Texas Chapter, American College of Chest Physicians, Houston, April 
20, 1958. Dr. John A. Wiggins, Fore Worth, Pres.; Dr. H. M. 
Anderson, 224 E. Harris, San Angelo, Secy. 

Texas Club of Internists. Dr. Charles M. Darnall, Austin, Pres.; Dr. 
L. C. Carter, 2600 Procter, Port Arthur, Secy. 

Texas Dermatological Society. Dr. Charles D. Stewart, Corpus Christi, 
Pres.; Dr. E. N. Walsh, 1310 Medical Arts Bldg., Fort Worth, Secy. 

Texas Diabetes Association, Houston, April 20, 1958. Dr. H. T. 
Engelhardt, Houston, Pres.; Dr. Warren W. Moorman, 901 W. 
Leuda, Fort Worth, Secy. 

Texas Geriatrics Society. Dr. Martin S. Buehler, Dallas, Pres.; Dr. J. 
A. Armstrong, 3810 Swiss Ave., Dallas, Secy. 

Texas Heart Association, Houston, April 20, 1958. Dr. James A. 
Greene, Houston, Pres.; Mr. Edgar M. Brown, 404 Jesse H. Jones 
Library Bldg., Texas Medical Center, Houston 25, Executive Director. 

Texas Hospital Association, Dallas, May 5-8, 1958. Bolton Boone, 
D.D., Dallas, Pres; Mr. O. Ray Hurst, Executive Director, 2208 
Main, Dallas, Secy. 

Texas Industrial Medical Association, Houston. Dr. Robert J. Potts, 
Houston, Pres.; Dr. Robert A. Wise, Box 2180, Houston, Secy. 

Texas Neurophychiatric Association. Dr. Bruce H. Beard, Fort Worth, 
Pres.; Dr. Clarence S. Hoekstra, 8215 Westchester Drive, Dallas, 
Secy 


Texas Ophthalmological Association, Houston, April 22, 1958. Dr. 
Thomas J. Vanzant, Houston, Pres.; Dr. Louis Daily, Medical Arts 
Bldg., Dallas, Secy. 

Texas Orthopedic Association, Houston, April 21, 1958. Dr. Margaret 
Watkins, Dallas, Pres.; Dr. B. C. Halley, Jr., 524 Doctors Building, 
Dallas, Secy. 

Texas Pediatric Society, Fort Worth, October, 1958. Dr. T. J. Mc- 
Ilhenney, Austin, Pres.; Dr. James N. Walker, 5216 W. Freeway, 
Fort Worth, Secy. 

Texas Physical Medicine and Rehabilitation Society, Houston, April, 
1958. Dr. Odon F. von Werssowetz, Gonzales, Pres.; Dr. Edward 
M. Krusen, Baylor Hospital, Dallas, Secy. 

Texas Proctologic Society, Fort Worth, February, 1958. Dr. Hugh Bea- 
ton, Fort Worth, Pres.; Dr. C. P. Hardwicke, 920 E. 32nd, Austin, 


Secy. 

Texas Public Health Association, Dallas, Feb. 23-26, 1958. Mr. J.N. 
Murphy, Jr., Austin, Pres.; Mr. H. E. Drumwright, City Health De- 
partment, Dallas, Executive Secy. 
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Texas Radiological Society, San Antonio, Jan. 24-25, 1958. Dr. T. G. 
Russell, Houston, Pres.; Dr. J. E. Miller, 6407 Forest Lane, Dallas 
30, Secy. 

Texas Society for Mental Health, Houston, March 22-24, 1958. Dr. 
Virginia Love, Houston, Pres.; Mr. John Lane, 2510 San Antonio, 
Austin, Executive Director. 

Texas Society of Anesthesiologists, Houston, April 20, 1958. Dr. J. D. 
McCulley, Houston, Pres.; Dr. Randle J. Brady, 3317 Binz, Hous- 
ton, Secy. 

Texas Society of Gastroenterologists and Proctologists, Houston, April 
20, 1958. Dr. Tate Miller, Dallas, Pres.; Dr. O. P. Griffin, 1101 
Medical Arts Bldg., Forte Worth, Secy. 

Texas Society of Pathologists. Dr. Lloyd Hershberger, San Angelo, 
Pres.; Dr. Mervin H. Grossman, 3121 Bryan, Dallas, Secy. 

Texas Society of Plastic Surgeons, Houston, April 19, 1958. Dr. Tru- 
man G. Blocker, Galveston, Pres.; Dr. Steve R. Lewis, University of 
Texas Medical Branch, Galveston, Secy. 

Texas Surgical Society, Houston, October, 1959. Dr. J. Peyton Barnes, 
Houston, Pres.; Dr. G. V. Brindley, Jr., Scott and White Clinic, 
Temple, Secy. 

Texas Traumatic Surgical Society, Houston, April 20, 1958. Dr. Russell 
Holt, El Paso, Pres.; Dr. W. E. Crump, 1300 Eighth, Wichita Falls, 
Secy 


Texas Tuberculosis Association, Houston, March 27-29, 1958. Dr. 
Howard T. Barkley, Houston, Pres.; Miss Pansy Nichols, P. O. Box 
6158, Austin 21, Executive Director. 

Texas Urological Society. Dr. Jack Crow, Abilene, Pres.; Dr. Ian 
Thompson, John Sealy Hospital, Galveston, Secy. 


District 


First District Society, February, 1958. Dr. W. A. Jones, El Paso, 
Pres.; Dr. E. S. Crossett, 309 Medical Arts Bldg., El Paso, Secy. 
Second District Society, Lamesa, Spring, 1958. Dr. J. Vernon McKay, . 

Lamesa, Pres.; Dr. Noble L. Rumbo, Box D, O’Donnell, Secy. 

Third District Society, Amarillo, April 5, 1958. Dr. William Klingen- 
smith, Amarillo, Pres.; Dr. H. Fred Johnson, 2308 W. Eighth, Am- 
arillo, Secy. 

Fifth and Sixth Districts Society, Corpus Christi, 1958. Dr. Foy Moody, 
Corpus Christi, Pres.; Dr. Thelma Frank, 129 Rainbow Lane, Corpus 
Christi, Secy. 

Seventh District Society. Dr. Robert N. Snider, Austin, Pres.; Dr. 
Richard Lucas, 502 W. 13, Austin, Secy. 

Eighth District Society, Galveston, October, 1958. Dr. John H. Chil- 
ders, Galveston, Pres.; Dr. M. Warren Hardwick, Angleton, Secy. 
Ninth District Society, Conroe, Spring, 1958. Dr. Eugene M. Addi- 
son, Huntsville, Pres.; Dr. James H. Sammons, Highlands, Secy. 
Tenth District Society, Port Arthur, Fall, 1957. Dr. Charles W. Castle, 
Liberty, Pres.; Dr. Richard O. Clements, 715 Main, Liberty, Secy. 
Eleventh District Society. Dr. George M. Hilliard, Jacksonville, Pres.; 

Dr. Phillip W. Taylor, 833 S. Beckham, Tyler, Secy. 

Twelfth District Society, Corsicana, January 14, 1958. Dr. George C. 
Bryant, Waco, Pres.; Dr. J. T. Archer, Jr., Meridian, Secy. 

Thirteenth District Society, Abilene, 1958. Dr. Roy Wilson, Seymour, 
Pres.; Dr. R. D. Moreton, 1217 W. Cannon, Fort Worth, Secy. 


Clinics 


Dallas Southern Clinical Society, Dallas, March 24-27, 1958. Dr. 
C. D. Bussey, Dallas, Pres.; Executive Offices, 433 Medical Arts 
Bldg., Dallas 1. 

International Medical Assembly of Southwest Texas, San Antonio, Jan. 
27-29, 1958. Dr. John C. Parsons, 1125 Nix Professional Bldg., 
San Antonio, Secy.; S. E. Cockrell, 202 W. French Place, San An- 
tonio, Exec. Secy. 

New Orleans Graduate Medical Assembly, New Orleans, March 3-6, 
1958. Dr. Eugene H. Countiss, New Orleans, Pres.; Dr. Maurice 
E. St. Martin, 1430 Tulane Ave., New Orleans 12, Secy. 

North Texas-Southern Oklahoma Fall Clinical Conference. Dr. Ken- 
neth C. Bebb, 1518 10th, Wichita Falls, Chm. 

Oklahoma City Clinical Society Conference, Oklahoma City. Dr. Her- 
man Fagin, Oklahoma City, Pres.; Miss Alma F. O’Donnell, 503 
Medical Arts Bldg., Oklahoma City 2, Executive Secy. 

Postgraduate Medical Assembly of South Texas, Houston, July 21-23, 
1958. Dr. Charles D. Reece, Pres.; Dr. C. Forrest Jorns, Secy., Exec. 
Office, 412 Jesse Jones Library Bldg., Houston 25. 

State Tumor Conference, Wichita Falls, April 12, 1958. Dr. Edwin C. 
‘Bebb, 500 Broad St., Wichita Falls, Director. 


Board Examinations 


Texas State Board of Examiners in Basic Sciences, April, 1958. Henry 
B. Hardt, Ph.D., Fort Worth, Pres.; Mrs. Betty J. Ratliff, Chief 
Clerk, 303 East Seventh, Austin. 
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MEDICOLEGAL NOTES 


Appointments to Board of Health 


Recent appointments to the Texas State Board of Health 
by Governor Price Daniel include Dr. William Hibbitts, 
Texarkana, and Cyrus Hill Lambert, pharmacist, El Paso. 
Elmer C. Baum, D. O., Austin, was reappointed. Dr. Hib- 
bitts and Mr. Lambert, whose terms expire in 1963, re- 
placed Dr. George Turner, El Paso, and J. T. Stryker, phar- 
macist, Woodville. 


Paul C. Witt, Ph.D., chemist at Abilene Christian Col- 
lege, Abilene, and Brother Raphael Wilson, Austin, were 
appointed by Governor Daniel to the Board of. Examiners 
in the Basic Sciences, their terms also to expire in 1963. 


Who Owns X-Rays? 


Frequently physicians are confronted with the question of 
the ownership of roentgenograms that they have taken of 
their patients. Such a question normally arises when a pa- 
tient, or possibly an attorney, demands certain x-rays the 
physician has taken and which are in the possession of the 
physician. The basic point then is, who owns the roent- 
genogram, the physician or the patient? 

This question never has been before the courts of our 
state, but it has arisen in other states and as a result we 
must look to these decisions to see what result would likely 
be reached by our courts should this question arise. 


Probably the leading case upon this subject is McGarry v. 
J. A. Mercier Co.* which was decided by the supreme court 
of Michigan. 


The facts in this case show that the J. A. Mercier Co. 
had employed Dr. McGarry to treat one of its employees 
who had sustained an injury involving the sacroiliac joint 
in the lower part of the back. The defendant company re- 
fused to pay for the services of Dr. McGarry, and as a result 
he brought suit. The reason the company had declined to 
pay the bill was that Dr. McGarry refused to deliver to the 
J. A. Mercier Co. certain roentgenograms taken during the 
course of the treatment. 

The trial court held in favor of Dr. McGarry, and the 
J. A. Mercier Co. appealed to the supreme court of Michi- 
gan. The supreme court, in affirming the decision of the 
trial court, held that the physician was justified in refusing 
to surrender possession of the roentgenograms. The court 
felt that in the absence of an agreement to the contrary, 
roentgenograms are the property of the physician who has 
made them incident to treating a patient, regardless of the 
fact that their cost is charged to the patient. Their retention 
by the physician constitutes an important part of his clinical 
record in the particular case, and such roentgenograms may 
embody and preserve much of value incident to a physi- 
cian’s experience. 

The court also thought that such x-rays were as much a 
part of the history of the case as any other case record made 
by a physician. Also, roentgenograms differ little, if at all, 
from microscopic slides of tissue made in the course of diag- 
nosing or treating a patient, and it hardly could be claimed 
that such slides were the property of the patient. 

The court also mentioned that in the event of a mal- 
practice suit against the physician, the roentgenograms that 
he has caused to be taken and preserved incident to treating 
the patient might often constitute the unimpeachable evi- 





*262 N.W. 296. 
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dence which would fully justify the treatment of which the 
patient complained. 

The court, in reaching its decision, relied on the cases of 
Corliss v. E. W. Walker Co.t and Pollard v. Photographic 
Company,t in which it was held that the negative of an 
ordinary photograph, in the absence of an agreement other- 
wise, belongs to the operating photographer although his 
use thereof may be restricted. 

This reasoning and authority would seem to apply equally 
to all other items which might be a part of a physician’s 
record of a patient, such as tissue reports and results of cer- 
tain laboratory tests. Therefore, the effect of such a decision 
would be that the physician can retain possession of such 
x-rays or the like and refuse to give them to the patient if 
he desires. Of course, if they should prove necessary in the 
event of litigation, the patient could force the physician to 
produce them by the use of a subpoena. 


—PHILIP R. OVERTON, LL.B., Austin. 






Tax Ruling Reversed 
On Medical Groups’ Status 


The Internal Revenue Service now has reversed its own 
1956 ruling which deals with the tax status of group med- 
ical practice. The new policy states that if a medical group 
sets up a pension plan, this fact will not be determinative 
in categorizing the organization as a partnership or anything 
else. Rather, the usual tests will be applied to decide 
whether the group has more of the criteria of a corporation 
than a partnership. 

Formerly, it was ruled that doctors who form an associa- 
tion with the idea of obtaining corporate status benefits, 
including the eligibility of member physicians to subscribe 
to tax-deferred pension plans, constitute a partnership and 
thus would be disqualified for such plans. The idea behind 
this is that such plans are for employees, not employers or 
partners. This ruling went counter to the federal court de- 
cision earlier which held that the association operating West- 
ern Montana Clinic fulfilled criteria of a corporation for tax 
and pension plan purposes. 

For nearly 2 years, tax headquarters in Washington was 
in the position of having to explain over and over again 
why the doctors in the Montana group could have the tax 
and pension advantages of a corporation—because the court 
said so—while other medical groups administered in an 
identical manner could not have these advantages—because 
the Internal Revenue Service said so—and for this reason 
IRS is “modifying its position” on the question. 


Medicolegal Meeting 
To Be Held in Dallas 


An Institute on Personal Injury Litigation will be pre- 
sented by doctors and attorneys across the nation at the 
Southwestern Legal Center in Dallas, December 11-13, 1957. 
The 3 day meeting will be sponsored by the Southwestern 
Legal Foundation in cooperation with the Southern Meth- 
odist University School of Law. 

Discussions of medical problems of the back associated 
with injury, including many of those involved in workmen’s 
compensation and personal injury litigation, will be featured 
at the meeting. 

Professors of the University of Texas Southwestern Med- 
ical School who will participate in the medicolegal gather- 
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ing are Dr. C. F. Gregory, Dr. Kemp Clark, Dr. Frederick 
Hinman, Dr. Grant Boland, and Dr. Robert Stubblefield. 
Clinical professors taking part in the program are Dr. J. E. 
Miller, Dr. Max F. Goodfried, Dr. Felix L. Butler, Dr. Al- 
bert O. Loiselle, Dr. David J. Henry, Dr. Tom M. Nash, 
Dr. Charles J. Wilson, and Dr. Glenn Cherry. Other doc- 
tors appearing at the institute include Dr. Louis J. Levy, 
Fort Worth, and Dr. Livius L. Lankford, Dallas. Dr. Ozro 
T. Woods of Dallas will preside at the various sessions. 

Registration fee for the institute is $35 for all sessions, 
or $15 for single day attendance. Inquiries should be di- 
rected to Gordon R. Carpenter, Southwestern Legal Founda- 
tion, Hillcrest and Daniels, Dallas 5. 


MEDICAL MEETINGS 


CANCER SOCIETY TO MEET 


The Texas Division, American Cancer Society, will meet 
December 5-6 in Austin. Guest speakers will include Dr. 
David Wood, San Francisco, past president of the American 
Cancer Society; Dr. Kenneth Clark, New York; Dr. Porter 
Brown, Fort Worth, president of the Texas Division; and 
Mefford R. Runyon, New York, executive vice-president of 
ACS. The speaker at the annual dinner will be Paul Rein- 
hold, Pittsburgh, Pa., who is on the board of directors of the 
Allegheny County Unit and president of the Atlas Equipment 
Corporation. 

A special program feature will be a panel discussion, 
“Where Are We in Cytology?” 


Texas Surgical Society 
Elects New Officers 


Members of the Texas Surgical Society, meeting October 
7 and 8 in Waco, elected the following officers to serve for 
the coming year: Dr. J. Peyton Barnes, Houston, president; 
Dr. Charles D. Bussey, Dallas, first vice-president; Dr. Wil- 
liam E. Crump, Wichita Falls, second vice-president; Dr. 
Robert Sewell, Fort Worth, treasurer; Dr. G. V. Brindley, 
Jr., Temple, secretary; and Dr. Elbert Caldwell, Houston, 
member of the council. 

There were 127 members and 60 guests present; Dr. Caleb 
S. Stone, Jr., Seattle, Wash., and Dr. Melvin Casberg, Austin, 
were guest speakers. The next meeting will be held in 
Houston in October, 1959. 


Congress on Diseases of the Chest 


The fifth International Congress on Diseases of the Chest, 
sponsored by the American College of Chest Physicians, will 
be held in Tokyo, September 7-11, 1958. The congress has 
been endorsed by the Japan Medical Association, and will 
be presented under the patronage of the government of 
Japan and the Japan Science Council. 

Eminent scientists from countries throughout the world 
will participate in the discussions, which will be simul- 
taneously interpreted into three official languages for the 
Congress—Japanese, French, and English. There will be 
scientific and commercial exhibits and visits to various med- 
ical institutions and hospitals in Japan. Scientific papers, 
panel discussions, fireside conference, and motion pictures 
will be presented at the meeting. A special program is being 
planned for the ladies. 

Additional information may be obtained from Murray 
Kornfeld, Executive Director, American College of Chest 
Physicians, 112 East Chestnut Street, Chicago 11. 
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Site Considered 
For Medical School 


Another step has been made for a new state supported 
medical school. Because of the growing need of additional 
facilities for the purpose of training Texas doctors, a survey 
team made up of outstanding physicians from all over the 
country and physician members of the Texas Commission 
on Higher Education recently considered the possibilities of 
San Antonio as the location for the fourth medical school 
in the state. 


Dr. Joseph Hinsey, director, New York Hospital, Cornell 
Medical College Center, New York Center, spokesman of 
the Medical Survey Team, comments, “We have been im- 
pressed with the facilities seen in the various hospitals, both 
private and public, and in the military installations in this 
area. The Institute for Biomedical Research is a vigorous 
and rapidly developing institution. The Bexar County Med- 
ical Library would form the nucleus of a Medical Library 
that could be of great value to such a center.” 

The survey team intends only to pass judgment on the 
potentialities that exist in San Antonio for a Medical Cen- 
ter, Dr. Hinsey reports, and not to decide whether or when 
such a Center should be developed. The committee believes 
that this decision is the responsibility of the citizenry and 
their legislature, the Commission on Higher Education, and 
the University of Texas. 

“In our judgment, it will be most important to provide 
for an institution in which work of the highest caliber can 
be done. In our judgment there is no place for anything 
short of this,” states Dr. Hinsey. 

The House of Delegates of the Texas Medical Association 
has adopted a resolution for the establishment of a third 
medical branch of the University of Texas and indicated 


that San Antonio would be the favored location for the 
school. 


Heading the group was Dr. Milford O. Rouse, Past Presi- 
dent of Texas Medical Association and current chairman 
of the Texas delegation to the American Medical Associa- 
tion’s House of Delegates. Other members of the survey 
team were Dr. James M. Faulkner, Director, Homberg In- 
firmary, Massachusetts Institute of Technology, Cambridge; 
Dr. Murray Kinsman, Dean, University of Louisville School 
of Medicine, Louisville; and Dr. W. Clarke Wescoe, Dean, 
University of Kansas School of Medicine, Kansas City, Kan. 
Dr. Frank Connally, Waco; Dr. Harry Shytles, Sherman; 
and Ralph Green, Ph.D., Austin, comprise the membership 
of the Texas Commission on Higher Education. 


Industrial Health Courses Offered 


The University of Cincinnati's Institute of Industrial 
Health is offering graduate fellowships for professional per- 
sonnel other than physicians, in the field of environmental 
hygiene. This training is provided for graduates of approved 
schools of engineering or science. A 3 year course of in- 
struction leading to a Doctor of Science in Industrial Health 
degree, devotes 2 years to intensive academic study and a 
third to the preparation of a thesis. A 1 year course is of- 
fered to applicants who also may be candidates for the 
master of science degree. 

Requests for additional information should be addressed 
to Secretary, Institute of Industrial Health, College of Medi- 
cine, Eden and Bethesda Avenues, Cincinnati 19. 
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Baylor University College of Medicine 


Equipment developed by the Magnolia Petroleum Com- 
pany for geological prospecting has been donated to the 
Department of Physiology of Baylor University College of 
Medicine, Houston, for use in medical research. The RC 
Memory Commutator, as it was named by Magnolia, is quite 
similar to an instrument, developed by Dr. G. D. Dawson 
of the British Medical Research Council, which has proved 
valuable in physiological investigations of the human nerv- 
ous system. 

Dr. John Scott, Houston, Baylor University College of 
Medicine, worked with Dr. Dawson in London in 1955 and 
1956, and will use the instrument to record arrival of 
sensory impulses in the brain which, without special equip- 
ment, could be done formerly only on animals under anes- 
thesia. 

These two instruments, developed independently of each 
other in unrelated fields, are the only ones of their kind in 
existence. 

Dr. Bunichi Fujimori, Hokkaido University, Japan, visited 
in October under the auspices of the China Medical Board 
of New York. He has been in this country the past year as 
a research fellow in anatomy at the University of California. 

Dr. Helen B. Taussig, associate professor of pediatrics at 
Johns Hopkins University and physician-in-charge of the 
cardiac clinic at the Harriet Lane Home in Baltimore, spoke 
to the senior students in October. Dr. Taussig is author of 
the book, “Congenital Malformations of the Heart.” 

Dr. Robert T. Clark, Jr., chairman of the Department of 
Physiology and Biophysics at the School of Aviation Medi- 
cine, Randolph Air Force Base, spoke to the sophomore stu- 
dents in October on the Air Force’s research into the effects 
of weightlessness experienced at high altitudes. 

James D. Jett and Scott Grundy, sophomore students, 
have been notified by the Schering Corporation that their 
paper, “Incidence of Various Types of Cardiovascular Dis- 
ease by Age Group in the Male and in the Female,” placed 
second in competition with medical students throughout the 
United States and Canada. They received a $500 award. 

Dr. Harold Daily has been appointed an instructor in the 
Department of Obstetrics and Gynecology. Dr. Michael E. 
De Bakey, professor and chairman of the Department of 
Surgery, has been elected the new president of the Inter- 
national Cardiovascular Society. 


Postgraduate Courses 


The University of Oklahoma Medical Center, Oklahoma 
City, 1957-1958.—The following courses have been an- 
nounced: 

November 13, Biliary Tract Disease. 

December 11, Problems in Pulmonary Diseases. 

January 8, Growth Failure. 

February 6-8, Electrolytes and Nutritional Balance. 

February 12, Urology Symposium. 

March 3-7, Basic Electrocardiography. 

March 6-7, Ophthalmology-Otolaryngology Symposium to 
include Dr. Joseph H. Haas of Chicago and Dr. Herman 
Semonov of Beverly Hills, Calif. 

March 8, Obstetrical-Gynecological Symposium. 

March 12, Pathogenesis and Treatment of Anemia. 

March 14-15, Pediatric Surgery, Radiology, Pathology 
Symposium to include Dr. Robert E. Gross, Boston; Dr. 
William L. Riker, Chicago; Dr. Orvar Swenson, Boston; 
and Dr. John W. Hope, Philadelphia. 

April 4-5, Trauma. 

April 9, Anesthesia for the Part-Time Anesthetist. 

May 14, Pediatric Allergy. 
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May 23 or June 6, Oklahoma Association of House Staff 
Physicians with two guest lecturers and papers by house 
staffs of eight hospitals. 

June 11, Surgical Diagnosis and Problem Clinic. 

For additional information write the Office of Postgradu- 
ate Education, University of Oklahoma Medical Center, 801 
N.E. 13th Street, Oklahoma City. 


Pathology Training Program Organized 


A 5 year period for training physicians for research and 
teaching careers in pathology is available at the Depart- 
ment of Pathology of New York University—Bellevue Medi- 
cal Center, through a recent grant of $450,000 by the Na- 
tional Institutes of Health of the United States Public Health 
Service. 

Eight research fellowships are available for trainees at the 
level of assistant resident, ranging from $3,600 to $4,500 
yearly. Also two senior fellowships are available for physi- 
cians with a more advanced level of training in the basic 
sciences or anatomical pathology, of $7,500 annually. 

Further information may be obtained by writing: Office 
of. the Dean, New York University College of Medicine, 
550 First Avenue, New York 16. 


Air Pollution Course Scheduled 


A technical orientation field course on community air 
pollution control will be sponsored by the Austin-Travis 
County Health Department, Division of Occupational Health 
of the Texas State Department of Health, and the Air Pollu- 
tion Training Unit of the Public Health Service, December 
16-17 in Austin. 

The course is designed to be of interest to public health 
workers, representatives from local government, industry, 
control agencies, professional groups, trade associations, and 
educational institutions. Officials of the Department of 
Health believe that the course will be of particular interest 
to representatives of industry management concerned with 
air pollution problems. Technical aspects of the program 
will include the evaluation of sources, atmospheric and 
source testing, analysis of air samples, meteorological as- 
pects, the effects of air pollution, and the control of pol- 
lutant emissions. 

Advance registration material may be obtained by writing 
Dr. W. L. Wilson, Division of Occupational Health, Texas 
State Department of Health, Austin. There is no registra- 
tion fee for this course. 


Mediclinics Announces 
Postgraduate Courses 


The third annual Mediclinics postgraduate refresher course 
will be held March 2-12 at the Governor’s Club Hotel in 
Fort Lauderdale, Fla. The American Academy of General 
Practice has certified this course for 32 hours of formal 
postgraduate study for academy members. 

The course consists of 32 hours of lectures and panels and 
7 luncheon meetings. Attendance will be limited to 300 in 
order to have an informal and intimate atmosphere in the 
lecture room. 

A preliminary program may be obtained by writing Medi- 
clinics of Minnesota, 601 Medical Arts Building, Minne- 
apolis 2. The tuition fee for the course is $50 payable in 
advance. Checks should be sent to the above address. 
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OF GENERAL INTEREST 
1957-1958 Proctology Awards 


The person with the best unpublished contribution on 
proctology or allied subjects for 1957-1958 will be awarded 
$100 and a certificate of merit by the International Academy 
of Proctology. The award of the first prize and presentation 
of the certificates will be made at the annual convention 
dinner dance of the International Academy of Proctology 
on April 11, 1958, in Mexico City. 

All entries are limited to 5,000 words, must be type- 
written in English, and submitted in five copies. Entries 
must be received no later than February 1, 1958. The In- 
ternational Academy of Proctology reserves the exclusive 
right to publish all contributions in its official publication, 
The American Journal of Proctology. Entries should be 
addressed to: Dr. Alfred J. Cantor, International Secretary, 


International Academy of Proctology, 147-41 Sanford Ave- 
nue, Flushing, N. Y. 


Health Authorities Plan 
1958-1959 Programs 


A budget of $3,000,000 was adopted to carry on the 
program of the Pan American Sanitary Organization in 
1958 at the organization’s tenth meeting of the Directing 
Council and the eleventh meeting of the World Health 
Organization Regional Committee for the Americas recently 
concluded in Washington. Ministers and directors of public 
health and other health authorities represented the 21 Amer- 
ican republics and territories in the Western Hemisphere. 

At the conference, officers were elected and a program 
for 1958-1959 was adopted. The program will include 160 
public health projects to be conducted by health administra- 
tions throughout the continent in collaboration with the 
Pan American Sanitary Bureau, regional office of WHO in 
the Western Hemisphere. Of major importance in the or- 
ganization’s plans for the coming year is the program of 
malaria eradication throughout the Americas. The plans 
also include continuing the fellowships which are extended 
to public health workers for intensive studies in their vari- 
ous fields of activity. The director was requested to prepare 
a manual containing the minimum recommended sanitation 
standards for application in hotels, restaurants, transporta- 
tion facilities, and tourist centers in the Americas. Another 
proposal of the program includes a comprehensive survey 
of the food and drug situation in the various countries of 
the Hemisphere, with a view to the eventual establishment 
in the various countries of a clearing-house for scientific 
and technical information in this field. 


Board of Medical Examiners 
Reports Actions Since 1953 


In 1953, a new medical practice act was passed, giving 
the Texas State Board of Medical Examiners the power to 
cancel and suspend licenses to practice medicine and narcotic 
permits. Under the provisions of the new act, the board also 
may reprimand physicians or take other suitable action. 

Since 1953, the board has cancelled the licenses of 33 
physicians for offenses ranging from allowing unlicensed 
persons to use their licenses to unprofessional conduct. 
Eight licenses have been suspended, and 12 narcotic per- 
mits have been suspended. The board has reprimanded 15 
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doctors, has dismissed 7 cases, and taken no action in 4 cases. 

Of the doctors whose licenses originally were revoked, 
the board has reinstated 3 and the court has reinstated 2. 
The narcotic permits of 8 doctors have been restored. 

So far, 1957 has been the board’s most active year as far 
as duties under the new medical practice act are concerned. 
Twelve licenses have been cancelled and 4 have been sus- 
pended. Five narcotic permits have been suspended; cases 
were dismissed in 5 instances, and in 3 cases, no action was 
taken. So far this year, the court has reinstated 1 doctor whose 
license was revoked, and the board has restored 2 narcotic 
permits. 

Recently, the hearings of the board have been opened to 
the press so that the public may know the actions taken by 
the board and the reasons for the actions. 


Health Insurance 
Benefit Payments Increase 


The Health Insurance Institute recently announced that 
benefit payments to Americans covered by voluntary health 
insurance through insurance company policies were 15 per 
cent higher during the first 9 months of 1957 than for the 
same period the year before. Reports from the nation’s in- 
surance companies showed that from January 1 through 
September 30, 1957, an estimated $1,800,000,000 had been 
paid to help cover hospital and doctor bills and to replace 
income lost because of accident or sickness, said the institute. 

Benefits paid under group health insurance policies cov- 
ering hospital, surgical, and medical care and loss of income 
totaled $1,300,000,000 by the end of the third quarter, an 
increase of 20 per cent over the same period for 1956, re- 
ported the institute. The rise in benefits under individual 
and family type policies was more than $469,000,000, an 
increase of 4 per cent over 1956. 

Persons covered under hospital expense policies, which 
help pay for the costs of hospital care, received a total of 
$748,000,000, with $578,000,000 received through group 
policies, and $170,000,000 under individual insurance pol- 
icies. The institute stated that the increase in such payments 


‘to the American people reflects the continued efforts by the 


public to pay its hospital and doctor bills through voluntary 
health insurance. 


Rate of TB Victims Still High 


An estimated 22,000 people in Texas have active tuber- 
culosis and 250,000 in the United States, reports the Texas 
Tuberculosis Association. Last year, 783 Texans died of 
tuberculosis and a vast number of near-invalids were af- 


Help Fight TB 


oN Oe 


Buy Christmas Seals 


flicted with the disease. Two million Americans have in- 
active tuberculosis, 550,000 of them are in need of medical 
supervision. 

The teaching of good health habits to people of all ages 
helps raise the general level of health and increases resist- 
ance to the disease, said officials of the Association. The 
secrets of the germ, how humans react to it, are being ex- 
plored by scientists in efforts to find better ways to prevent 
and cure tuberculosis. 
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National Health Agencies- 
Their Place 
In the Medical Field 


A child begins to stumble, his activity is slowed, he 
seems clumsy and weak. His parents, afraid that he is ex- 
periencing a temporary disturbance, take him to the doctor. 
The diagnosis—muscular dystrophy. There is no cure; the 
disease will grow progressively worse; the child will die at 
an early age. Who helps the parents face this? 

A young father of four discovers through a mass chest 
x-ray program that he is a victim of tuberculosis. What 
happens to his family if he must be hospitalized? 

These are just two of the multiple catastrophic situations 
in which national health agencies lend a hand. Along with 
the doctor, the social worker, the clergy, and community 
agencies, they strive to give moral and financial support 
where it is most needed. In addition to direct aid to vic- 
tims of accidents and disease, national health agencies spend 
millions of dollars each year on research, lay and profes- 
sional education, expansion of treatment facilities, and ad- 
ministration of their various programs. 

The National Better Business Bureau, Inc., reports that 
during their last fiscal year, the national health agencies 
raised well over $160,000,000 and that an additional $90,- 
000,000 of tax money was allocated through the National 
Institutes of Health for research and other purposes in vari- 
ous health fields. Of course a large segment of health 
agencies’ funds comes from the pocket of the man on the 
street. Another important source of funds is industry. Be- 
cause manpower losses from chronic and disabling disease 
are expensive for management, big industries are interested 
in supporting agencies which work to alleviate such losses. 
The total cost of health services in the United States today 
is about $13,000,000,000; a substantial amount of this is 
paid by national health agencies. 


In its report, “Corporate Contributions to National Health 
Agencies,” the National Better Business Bureau, Inc., shows 
that 12 national health organizations raised more than 
$1,000,000 during their last fiscal year. The Journal has 
requested more specific data from these agencies, with par- 
ticular reference to their activities in Texas. Following is 
a brief summary of the information each of the agencies 
supplied: 


American Cancer Society—The Texas Division of this 
organization cooperates with and supports efforts of the 
Texas Medical Association in furthering lay and professional 
education; it also provides a certain amount of service for 
cancer victims. Professional teams, the medical schools, and 
various professional conferences and symposiums are sup- 
ported in Texas by the American Cancer Society; also, pro- 
fessional films and monographs are prepared. Tumor regis- 
try training is a part of the program. Of funds raised 
through the Texas Division, 60 per cent is retained in the 
state. Of the 40 per cent turned over to the national agency 
($27,150,734 was raised nationally in 1956-1957), 25 per 
cent is spent for research, 12 per cent goes for national 
program development, and 3 per cent is earmarked for pro- 
fessional fellowships. In Texas last year, $227,554 was 
spent for lay education and $151,811 was spent for pro- 
fessional education. 


American Heart Association.—This group studies and dis- 
seminates information pertaining to the normal heart circu- 
lation, and works to develop community programs for the 
benefit of those who suffer from cardiovascular diseases. 
Local groups are established to help carry out these pur- 
poses. Last year, the Association raised $17,775,910, ex- 
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ceeding its goal by more than $1,500,000. By far the larg- 
est allocation of funds was for research in the form of sev- 
eral types of grants-in-aid and fellowships. A variety of 
educational materials are available from the association, both 
for lay and professional use. These include films, slides, 
latex models of the heart, and audiovisual kits. Community 
services of the American Heart Association, carried out 
through the local chapters, include occupational therapy 
workshops, helping young people with cardiac conditions 
to choose occupations which they are capable of pursuing, 
improving nursing care for cardiac patients, and providing 
needed equipment. Community services carried out through 
the local chapters of the Texas Heart Association include 
school health and rheumatic fever prevention programs, job 
consultation services through work classification units, com- 
munity and teaching clinics, improving nursing care for 
cardiac patients, and work simplification courses for house- 
wives with heart disease. The national organization receives 
25 per cent of all funds raised and 75 per cent is retained in 
Texas (15 per cent is for statewide services and 60 per cent 
is for district and local chapter use). The largest expendi- 
ture at the national level is for research, while lay and pro- 
fessional education accounts for the second largest expendi- 
ture. Although final figures for the 1957 fiscal year are in- 
complete, indications are that about $20,091,000 was raised. 


Arthritis and Rheumatism Foundation—There are some 
200,000 child victims of arthritis and other rheumatic dis- 
eases; these diseases are much more prevalent than the aver- 
age person realizes, and last year the Arthritis and Rheu- 
matism Foundation raised $2,449,396 toward alleviating the 
cost of treatment, research, education, and clinical projects. 
Through the efforts of this organization, more and more 
medical students are becoming interested in arthritis and 
rheumatism; new specialists are being trained; teams are 
teaching patients and instructing leaders in industry as to 
the tolls of these diseases. Rehabilitation is an important 
part of the program, as are direct treatment and other pa- 
tient services. Texas has two chapters, in North Texas and 
on the Gulf Coast. Of the funds they raise, they may keep 
64 per cent for local use. 


Muscular Dystrophy Associations of America.—Research 
and patient aid are the two most important aspects of this 
group’s program. A newcomer to the national health agency 
scene, it was organized in 1950 and has 317 affiliate chap- 
ters; eight of these are in Texas. Patients, their parents, and 
families form the central part of the chapters, but active 
members in the ranks of every business, profession, and 
trade are on the increase. Film strips, slides, exhibits, radio, 
and television are a few of the media used to reach the pub- 
lic. Education of patients and their parents is an important 
part of the group’s work, and grants in aid for research are 
issued to members of the medical profession. Two Houston 
physicians, associated with Baylor University College of 
Medicine and Methodist College, are presently carrying on 
research through funds made available by MDAA. Alloca- 
tion of funds is not on a geographical basis but is done with 
the thought that funds shall be given for research wherever 
proper personnel and equipment is available. Likewise, pa- 
tients with muscular dystrophy, wherever they are, are eligi- 
ble for aid from the Muscular Dystrophy Associations of 
America. Unlike services of some organizations, MDAA 
does not limit patient aid to areas where local chapters exist. 
A total of $3,488,635 was raised nationally last year, and 
Texas contributed $98,102. 


Late in October, construction was begun on a $3,700,000 


Institute for Muscle Disease in New York. This is to be 
an MDAA sponsored center for research. 


National Association for Mental Health, Inc-—More than 
half of the hospital beds in the nation are occupied by 
mental patients and it is estimated that mental illness afflicts 





869 



























































































































































1 out of every 10 Americans. NAMH is the only voluntary 
national citizens organization devoted exclusively to the 
fight against mental illness and the advancement of mental 
health. The joint fund raising efforts of the local and state 
mental health associations and the national office realized 
slightly more than $3,000,000 in 1956. There are 40 mem- 
ber state associations including the Texas Society for Mental 
Health which sponsored the new Texas Mental Health Code 
passed by the Legislature in the last session. NAMH and 
its member associations support and sponsor research, pro- 
mote training of expert personnel, work for improved treat- 
ment facilities, provide information and referral services and 
cafry on a program of education through consultation and 
planning of local community programs, and distribution of 
pamphlets suitable for individual and group use. Since 
June, 1957, nearly half a million copies of the NAMH 
booklet, “How to Deal With Your Tensions,” have been 
distributed free upon request as part of a 2 year National 
Advertising Council program emphasizing mental health to 
the general public. 


National Association for Retarded Children—(The Jour- 
nal received no reply to queries about this group. The fol- 
lowing information is from material supplied by the Na- 
tional Better Business Bureau, Inc., and from material al- 
ready in the Journal’s files.) As a source of information 


for parents of retarded children and for communities and 
individuals who want to provide facilities for care of these 
children, NARC is a central source of information. It helps 
create public awareness, encourages and cooperates with pro- 
fessional organizations, stimulates and fosters scientific re- 
search, works for beneficial legislation, strengthens units 
and provides consultation on community services, and pro- 
vides general national leadership for a needed program for 
the 30 of every 1,000 babies that are mentally retarded to 
some degree. 


National Foundation for Infantile Paralysis —In the 1956 
campaign, NFIP raised $52,116,550; half of the net funds 
were allocated to the national organization, but each chapter 
kept half of its own contributions. Funds retained by county 
chapters are used almost entirely for the patient aid program. 
Rehabilitation has been an important aspect. After the epi- 
demic of 1955, more than two-thirds of all patients using 
respiratory aids were 20 years of age or older, many family 
breadwinners and parents of young children. Many of these 
have been helped to return to productive work or to begin 
job training. National headquarters allocates funds for re- 
search, professional and public education, prevention, and 
epidemic emergency funds. Since Texas has had such a 


high incidence of poliomyelitis, the state has been granted 
$555,900 in 1955 and $856,890 in 1956 in emergency funds. 


TABLE 1.—Total Amounts Raised by 12 National Health Agencies and Percentage Spent for Fund Raising in Last Fiscal Year* 
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*Because the budgets of various agencies are set up dif- 
ferently, this chart cannot be interpreted as a precise com- 
parison of the figures given. All figures are from the Na- 
tional Better Business Bureau, Inc., bulletin, “Corporate 
Contributions to National Health Agencies,” copyright June, 
1957, and amounts are for the fiscal year reported to the 
Bureau at the time of publication. In some instances, more 
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recent figures are to be found in the paragraphs about the 
groups concerned. 

+The National Association for Retarded Children esti- 
mates that 10 to 15 per cent of its total income is spent for 
fund raising. 

tThese figures for the 1956 campaign were supplied di- 
rectly from the National Foundation for Infantile Paralysis. 
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Currently, a March of Dimes research project is being con- 
ducted at Baylor University College of Medicine. The Na- 
tional Foundation counts the discovery of the Salk vaccine 
as its greatest contribution; also it conducts the largest pro- 
fessional education program of any voluntary health agency. 
In 1956, 60.3 per cent of all money went for patient care, 
and 25.8 per cent for research, prevention, education, and 
medical care. 


National Multiple Sclerosis Society. —This is a rapidly 
growing organization; its membership has increased from 
74,000 in 1955 to more than 100,000 in 1956. The largest 
portion of the 40 per cent of the MS Hope Chest contribu- 
tions which are sent to national headquarters is spent on 
research grants (two of these are held by Baylor University 
College of Medicine, Houston). Fellowships for study also 
are an important part of the program to combat multiple 
sclerosis. Lay and professional information services accounted 
for $94,681, and almost twice that amount was spent for 
chapter services to patients. Total income in 1956 was 
$2,007,607. Multiple Sclerosis Hope Chest funds are financ- 
ing 36 scientific research projects, establishing multiple 
sclerosis clinics for treatment and research, furnishing re- 
search scientists English abstracts of current world literature 
on MS research through contract with Excerpta Medica, 
provides scholarships and fellowships, supports public rela- 
tions and lay education, and encourages many chapter serv- 
ices to the patient. 


National Society for Crippled Children and Adults, Inc. 
—The 36 year old “Easter Seal Society” is the only national 
organization formed to serve all types of crippling, whether 
caused by birth, accident, or disease. The state affiliate for 
this group is the Texas Society for Crippled Children and 
Adults, Inc. During 1956 in Texas, a new treatment center 
was opened in Lufkin; new centers were constructed in Mid- 
land, Abilene, and Odessa; and the facilities of the Crippled 
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Children’s Hospital in Waco were expanded. In the near 
future, Fort Worth plans to expand a treatment center to a 
rehabilitation center. Better understanding by the public is 
a goal of this society, as is better understanding by industry, 
parents, and research. The society sponsors a 3 point pro- 
gram of direct services, research, and education. More than 
$12,000,000 was donated in 1955; some of the things this 
money bought were special education, speech therapies, so- 
cial services, counseling and employment, recreation, com- 
munity organization, and parent education. Prescription by 
a qualified physician is required for all medical equipment 
and services. Local chapters retain 77 per cent of the gross 
funds raised in a local area. The Texas Society receives 23 
per cent, and 10.3 per cent of the 23 per cent is forwarded 
to the national society. 


National Tuberculosis Association —In the United States, 
there have been fewer deaths in recent years as a result of 
tuberculosis, but the number of new cases found each year 
has decreased far less rapidly. Last year, 100,000 new cases 
were found. In 1956, contributions in this country to the 
Christmas Seal Sale, which supports efforts of the voluntary 
tuberculosis associations, amounted to $26,310,491. The 
largest expenditure was for medical education, the next larg- 
est, for the publication of educational material and for con- 
sultation on educational programs. Tuberculosis associations 
in Texas are presently financing one research program in the 
amount of $8,750. Other Texas’ research programs are being 
financed particularly in Dallas and Houston by local tuber- 
culosis associations in those cities. Local tuberculosis asso- 
ciations in Texas retain 82 cents of each dollar raised. 


Sister Elizabeth Kenny Foundation.—Sister Elizabeth Ken- 
ny emigrated to the United States from Australia in 1940; 
her work was with rehabilitation of neuromuscular diseases, 
but her methods were, at that time, unorthodox. After re- 
buffs from higher places, she found a center in Minneapolis 
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*These figures are from annual reports submitted to the 
Journal in answer to a direct request for such material. 
Some agencies use the calendar year and some operate on a 










fiscal year basis. The year noted in each case is the end of a 
financial period and is the date listed for the annual report. 
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where she could give her treatments, and her success opened 
new doors of rehabilitation for her patients. She returned 
to her native land in 1952. The Sister Elizabeth Kenny 
Foundation, however, grew and flourished until today it is 
one of the leading health agencies, as far as funds are con- 
cerned. During 1956 donations amounted to $5,180,460. 
Almost half of that was spent for training therapists, public 
education and information services, grants for medical re- 
search, publicity and public relations, and additional treat- 
ment facilities. For medical and treatment costs involved 
in operating treatment centers, emergency treatment, medical 
and administrative supervision, $1,709,757 was allotted. A 
new wing to the Sister Elizabeth Kenny Institute in Minne- 
apolis will provide expanded examination and follow-up 
facilities as well as a complete outpatient department, minor 
operating rooms, prevocational unit, and gymnasium. The 
foundation is financing the $1,500,000 addition with the 
help of funds provided through the Ford Foundation and 
the federal government. 


United Cerebral Palsy Associations.—This organization 
has been active in Texas—through the efforts of UCPA, a 
survey of statewide etiology, treatment, education, and emo- 
tional status of cerebral palsied patients has been made. 
There are summer workshops for educators at the University 
of Texas each year, and grants have been made for hearing 
research at Southern Methodist University and to the Good- 
will Industries in Dallas for a sheltered workshop. Opera- 
tion of therapeutic centers for education and/or treatment 
of cerebral palsied persons in Houston, Waco, San Antonio, 
and Dallas is supported, and partial support is given to 
similar institutions in Austin, Fort Worth, Texarkana, Tyler, 
and Corpus Christi. During 1956, this organization re- 
ceived $8,700,000 in donations, and Texas’ contribution 
totaled $135,000. 


Although the family doctor remains the “Rock of Gibral- 
tar” on whom his patients depend when catastrophic illness 
strikes, he, in turn, must depend on others to teach him 
new and better treatments and, ultimately, to find the causes 
and methods of prevention of these diseases. Even though 
he may be trained to do the research involved, and even 
though he may have advanced theories on the care and 
treatment of such patients, very few physicians have the 
time, funds, or equipment for such extensive work. Here 
the national health agencies provide much of the necessary 
financial aid. In addition, they give monetary help where 
community resources are limited; they provide educational 
materials for laymen, and they make the general public 
aware that there is a job to be done. And the thought, 
“People all over the nation have banded together to help 
me and others like me,’ can be a source of hope and 
strength to those whose lives have been affected by acci- 
dent or disease. 


Personals 


Dr. Arild E. Hansen, Professor and Chairman of the De- 
partment of Pediatrics, was selected by the American Acad- 
emy of Pediatrics to receive the Gail Borden Award for his 
research on essential fatty acids in the diet of infants. He 
was given the award at the Academy’s annual meeting in 
Chicago. 

Two Texas physicians, Dr. Stanley W. Olson, Dean, Baylor 
University College of Medicine, Houston, and Colonel Roland 
K. Charles, Deputy Commander, Brooke Army Hospital, Fort 
Sam Houston, were speakers at the American Medical Asso- 
ciation’s County Medical Societies Civil Defense Conference 
in Chicago November 9-10. 

New officers of the Southwestern Society of Nuclear 
Medicine are Dr. Jack G. S. Maxfield, Dallas, president; 
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Dr. Herbert C. Allen, Houston, president-elect; Dr. R. C. 
Norman, San Antonio, first vice-president; Dr. Samuel B. 
Nadler, New Orleans, second vice-president; and Dr. James 
R. Maxfield, Jr., Dallas, secretary-treasurer. 

Dr. Nicholas Hightower, Temple, spoke on “Newer Con- 
cepts of Achalasia of the Esophagus” at a recent meeting of 
the Missouri Academy of General Practice in Jefferson City. 

Dr. George H. Peddie, clinical instructor in surgery, 
Baylor University College of Medicine, Houston, spoke on 
“Pathogenesis of the Postgastrectomy Syndrome” at the an- 
nual meeting of the Gulf Coast Clinical Society at Biloxi, 
Miss. 

Dr. J. B. Trunnell and Beatrix Cobb, Ph.D., Houston, were 
co-authors of a paper, “Personality Profiles, Stress and En- 
docrine Factors in Neoplastic Diseases,” presented at the 
fourth annual meeting of the Academy of Psychosomatic 
Medicine at Chicago, October 17-19. 

Texans who were guests at the October meeting of the 
Louisiana Academy of General Practice were Dr. William F. 
Guerriero, Dallas, who spoke on external endometriosis, and 
Dr. E. S. McLarty, chief of the preceptorship program in the 
University of Texas Medical Branch, Galveston, whose topic 
was “The Medical Student and the Preceptorship.” 

Dr. Arthur Grollman, professor at the University of Texas 
Southwestern Medical School, Dallas, and Dr. George Clay- 
ton, professor at Baylor University College of Medicine, 
Houston, spoke at the first annual Hertzler memorial sym- 
posium. The meeting, sponsored by the Hertzler Research 
Foundation, was held in Halstead, Kan., in early November. 

A girl recently was born to Dr. and Mrs. Dwight Langner 
and a boy was born to Dr. and Mrs. Rolan Botkins, both in 
San Antonio. 

In San Antonio, new parents of boys are Dr. and Mrs. 
Brooks Mullins, Dr. and Mrs. Henry C. Dones, and Dr. and 
Mrs. Forrest M. Smith, Jr. Baby girls were born to Dr. and 
Mrs. William Hill, Dr..and Mrs. Richard Price, Dr. and Mrs. 
Alvin Thaggard, and Dr. and Mrs. Lloyd Berry. 


Michigan Health Plan Survey 


Two Texas physicians attended the September meeting of 
the House of Delegates of the Michigan State Medical So- 
ciety to hear the results of that organization’s opinion survey 
of prepaid medical care coverage in Michigan. 


Dr. Denton Kerr, Houston, President of the Texas Med- 
ical Association, and Dr. Roy T. Lester, Dallas, Medical 
Director of Blue Cross-Blue Shield of Texas, attended the 
meeting. They have reported some of the highlights of the 
survey, and the actions taken by the Michigan State Medical 
Society. 

The survey showed that nearly half the people favored a 
deductible plan, and that large numbers of people were sur- 
prisingly unfamiliar with the details of what was and was 
not covered in their contracts. The people interviewed were 
willing to pay an average of $6.95 monthly if they could 
get what they wanted in their contracts. A variety of bene- 
fits was desired. More than 640,000 persons were contacted 
in personal interviews, by mail, or through questionnaires 
printed in newspapers. 

On the basis of the findings in the survey, the Michigan 
Society appointed a Medical Care Insurance Committee to 
examine all contracts submitted, to recommend endorse- 
ment of any contract that met special outlined prerequisites, 
and to develop review committees in each district. 

Several specific recommendations were made to include 
additional items in Michigan’s Blue Shield Plan, and to add 
such features as might prove feasible. Contracts of three 
levels, designated by income levels, were recommended, as 
was broad coverage for retired persons. 
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Dr. Lester pointed out that Blue Cross-Blue Shield of 
Texas has recently released its new 200, 300, and 400 plans. 
These new plans incorporate practically every feature of the 
new proposal soon to be released in Michigan. One out- 
standing difference, of course, is that in Michigan all such 
plans are on a service basis, whereas in Texas all benefits aré 
indemnity. Some of the new features are revised surgical 
schedule, increased in-hospital medical benefits, increased 
therapeutic radiology schedule and a special professional 
rider providing payment toward diagnostic x-ray and labora- 
tory procedures in the doctor’s office on a coinsurance basis. 
The new plans available in Texas do utilize the deductible 
principle, but only in certain types of cases. 


TB Topics: Diagnosis 


Since the death rate of pulmonary tuberculosis is falling 
so decidedly the idea has crept into the thinking of many 
people that this disease no longer is a health problem in 
our state. There are about 25,000 tuberculosis patients in 
Texas who need medical supervision. The contacts of these 
persons must reach to hundreds of thousands. Modern treat- 
ment methods are helping people to live longer with the 
disease, thus bringing to a high figure those who need med- 
ical care. 

Being aware of this rather widespread need for medical 
care, the Texas Medical Association Committee on Tuberculosis 
is beginning a series, “TB Topics,” to review for physicians 
some cardinal points in the control of this dread disease. 

One important part of tuberculosis control is early diag- 
nosis. The briefest way this can be reviewed is to list the 
methods used: medical history and physical examination, 
tuberculosis skin test, fluoroscopy and x-ray, repeated sputum 
examinations including smears and cultures, and cultures of 
gastric washings if there is no sputum. When a tubercu- 
losis patient is found, all known contacts must be given skin 
tests and examined by x-ray. New cases must be reported 
to the proper health authorities. 


—Committee on Tuberculosis, 
Texas Medical Association. 


Waco VA Hospital Makes Study 


The Veterans Administration hospital in Waco is one of 
the 29 hospitals making a series of studies concerning chem- 
otherapy in psychiatry in a continuing large-scale research 
program, announced the Veterans Administration. The co- 
operative study of tranquilizing drugs, which begun in 
April, will serve as the basic project for the studies, said 
Dr. Jesse F. Casey, Veterans Administration director of psy- 
chiatry and neurology service. 


Houston Gets Poison Information Center 


A Poison Information Center began operation in Hous- 
ton in October to supply physicians with information on 
toxic materials found around the home. Convalescent polio- 
myelitis patients at the Wolff Home Rehabilitation Unit are 
providing the secretarial and telephone answering service 
for the Center. Baylor University College of Medicine is 
one of the co-operating organizations responsible for setting 
up the Center, and Dr. Harold Dobson, Houston, has acted 
as chairman of the organizational committee. Initial financ- 
ing is being provided by the Riker Corporation, the Hous- 
ton Pediatric Society, public relations board of the Harris 
County Medical Society, and the Houston Society of Internal 
Medicine. 
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Conference on the Handicapped Child 


Educational, welfare, and medical leaders met in Houston 
October 28 for the first Governor’s Conference of the 
Handicapped Child. The meeting drew representatives from 
State associations, service organizations, medical schools, hos- 
pitals, clinics, government, and social workers. Dr. Grant 
Taylor, dean of the University of Texas Postgraduate School 
of Medicine, was in charge of the program designed as a 
first step in coordinating efforts of private and public 
agencies in Texas’ child rehabilitation activities. 


Grand Rounds Seen in Dallas 


The sixth in a series of Grand Rounds telecasts was seen 
November 13 in Dallas. The program stressed three major 
questions about coronary disease: What is the place and 
value of surgery? What is the role of dietary fats? Is long- 
term anticoagulation worthwhile? 


As in the past, this live, 90 minute closed circuit telecast 
was shown in 55 cities by the Upjohn Company. 


Automotive Crash Study Postponed 


The extension of the Texas-Cornell Automotive Crash 
Injury Research program to include seven Texas counties 
has been postponed until December 1. This program was 
scheduled to begin on November 1 in Gregg, Brazos, Ector, 
Midland, Potter, Tom Green, and Navarro Counties. 


Asian Flu Vaccine Potency Doubled 


Surgeon General Leroy Burney of the United States Pub- 
lic Health Service has announced that it is possible to double 
the potency of the Asian influenza vaccine, and that more 
potent doses will increase not only the degree of immunity 
but the rapidity with which immunity is achieved. Manu- 
facturers have been asked to make the change not later 
than December 1. Dr. Burney took this action on the rec- 
ommendations of an ad hoc advisory committee to the Pub- 
lic Health Service Division of Biologics Standards. 


Health Insurance Standards Set 


A Code of Ethical Standards of the Health Insurance Asso- 
ciation of America has been adopted recently. The purpose 
of this code is to encourage maintenance of the highest 
standards of protection and service and to sustain public 
confidence in the business of voluntary accident and sick- 
ness insurance. 


The code lists nine specific points, governing the sale, 
administration, and advertising of voluntary health insur- 
ance. The Health Insurance Association of America is a 
trade association of 261 companies in the United States and 
Canada, representing more than 80 per cent of the volun- 
tary health insurance in force through insurance companies. 


Cleopatra wore an early form of sun glasses made of 
bamboo and jeweled with emeralds which, according to the 
Murine Company of Chicago researchers, actually were eye- 
shades to be worn at the galley races or other outdoor social 
gatherings of the times. 
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Brain Disease Booklet Published 


A new illustrated publication on disease of blood vessels 
of the brain, third ranking cause of death in the United 
States, was recently released by the Public Health Service. 
The booklet states that strokes,and other effects of cerebral 
vascular disease caused an estimated 179,110 deaths in 1956, 
and approximately 2,000,000 people are incapacitated or 
handicapped by brain blood vessel disease. 


Many persons suffering from cerebral vascular disease can 
be restored to near-normal lives, reports Dr. James Watt, 
director of the Public Health Service’s National Heart In- 
stitute and author of the publication. The booklet shows 
the five important ways in which vessel diseases impair the 
working of the brain and outlines steps involved in treat- 
ment and rehabilitation. 


Medical Journals for Doctors Only 


Professional medical journals, especially those containing 
articles on malpractice, are for the doctors to read and not 
the patients, according to a recent Colorado State Medical 
Society newsletter commented upon in the October issue of 
Medical Economics. Lansing Chapman, publisher of Medi- 
cal Economics, agreed that such articles do not make appro- 
priate reading for sick people waiting to see the doctors. 


Medical Care Leaflet Published 


The National Medical Foundation for Eye Care has re- 
cently published a pamphlet titled, “What Is an Ophthal- 
mologist?” The booklet contains definitions of an ophthal- 
mologist, an optician, and an optometrist. Copies are avail- 
able by writing the foundation, 250 West 57th Street, New 
York 19. 


MEDICAL SCIENCE NEWS 


Human Emotions Measured 


The Veterans Administration is measuring human emo- 
tions in an attempt to identify basic patterns in mental dis- 
ease. Using electrical apparatus to record hidden physical 
responses to emotion-arousing situations, the research group 
plots emotional reactions in terms of what takes place within 
the body. It combines an electrocardiograph with an elec- 
troencephalograph, an instrument to measure skin resistance 
changes, an apparatus to record minute muscular activity 
from the patient’s jaw and arm, and a tube to record breath- 
ing. Music, alternately soothing and rousing, and questions 
concerning the patient’s problems, comprise the test. A tape 
recording of the interview and a strip of graph paper tell 
the story of the patient’s emotional responses. 


New Meter Measures Blood 


A tiny electronic meter for measuring blood pressure has 
opened a new field for understanding heart failure, shock, 
and other blood circulation disorders, said the Veterans 
Administration. The meter, developed by Dr. Otto H. 
Gauer, a German physiologist, measures the pressures in- 
volved in the return of blood through the veins, which 
has been difficult in the past, said Dr. Herbert O. Sieker, 
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assistant chief of medical service at the VA hospital in 
Durham, N. C. 


Dr. Sieker has used the gauge to measure blood pressure 
in the veins of 10 normal persons and 15 patients with 
symptoms of heart disease, and usually takes from 50 to 
100 different readings for each patient. The meter is in- 
serted into a vein and may be gently pushed up and into 
the chambers of the heart and blood vessels of the lungs. 
The movement causes no pain or discomfort, and tissues of 
the veins are not damaged in any way, reports Dr. Sieker. 


New X-Ray Machine Developed 


A new technique for making x-ray films known as trans- 
verse tomography that assures more accurate location and 
x-ray treatment of cancer was recently demonstrated by the 
Veterans Administration doctors at the American Roentgen 
Society meeting in Washington. The x-ray machine pro- 
duces films that show horizontal cross-sections across the 
patient’s body, and gives much the same information as 
would living anatomical dissection of the patient. 


The x-ray machine, adapted by the Bronx, N. Y., Vet- 
erans Administration Hospital, looks something like a dental 
chair. As the subject revolves, the x-ray tube pointing ob- 
liquely through the body obtains a horizontal cross-section 
image at any desired plane. Such machines have proved 
their value in fixing the exact location and size of tumors, 
according to Dr. Bernard Roswit, chief of the radiotherapy 
service at the Bronx hospital. 


Blockain Used Successfully 


Blockain (propoxycaine hydrochloride), a local anesthet- 
ic, proved effective in 71 surgical procedures without pro- 
ducing any side effects, according to the July American 
Journal of Surgery. The drug, recently introduced for in- 
filtration and nerve block anesthesia, was found to be more 
potent than procaine, to have a greater duration of effect, 
and to be less toxic when used in comparable doses. 


Most of the surgery involved amputations and repair of 
crushing injuries and lacerations, according to the report. 
A 0.5 per cent Blockain solution was used in an average 
volume of 3.3 cc., and the operative procedures varied from 
6 to 90 minutes. Eleven of the 71 patients were given 
Demerol prior to surgery, stated the authors, Dr. John H. 
Mitchell, Jacksonville, Fla., and his associates, and in all 
cases the initial amount of anesthetic proved sufficient to 
maintain anesthesia throughout the entire procedure. Onset 
of anesthesia was instantaneous, reported the authors, and 
no delay in starting surgery was due to delayed anesthetic 
effect. 


Freedom to select a doctor is part of everyone’s great 
freedom to choose—to choose what he wears and eats; where 
he works and worships, and how he votes. Take away any 
part of this freedom and great damage is done to our demo- 
cratic system.—Dr. Dwight H. Murray, Presidential Address 
before American Medical Association House of Delegates, 
Seattle, Nov. 27, 1956. 


Hippocrates, the fifth century B.C. Greek physician, sug- 
gested hot foot baths for eye diseases, and in 1275, Marco 
Polo reported having seen eyeglasses in China. 
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First Medical Practice 
‘ Act in Texas 


The manuscript of the first Medical Practice Act in Texas 
is in the handwriting of Dr. Anson Jones, the last president 
of the Republic of Texas. Its authenticity is attested by 
the notes which appear on the reverse of the manuscript 
made by a noted collector of Texiana, Alexander Dienst. 

This is the story of the manuscript. 


After the battle of San Jacinto and the achievement of 
independence of Texas, Dr. Jones, who had served in the 
army in those stirring days, returned to his home in Bra- 
zoria to resume the practice of medicine. He did not seek 
office in the first Congress of the republic, but since the 
Congress met at Columbia, only a few miles from his home, 
he spent a great deal of time in observing its actions. He 
became in effect Texas’ first medical lobbyist. 


Dr. Jones realized that there were a great many persons 
coming into the territory and announcing themselves as 
physicians without the slightest training. Their practice was 
sustained only by their almost divine ignorance and gall. 
The asking of the intimate or personal question was con- 
sidered most ungracious in this new land, and a man might 
preserve his anonymity with the first lethal weapon avail- 
able. Of all the so-called doctors practicing in Texas at this 
time it is probable that not more than one-half dozen, other 
than Drs. Jones and Ashbel Smith, actually had attended a 
medical school. With this problem in mind, Dr. Jones wrote 
out a proposed Medical Practice Act. 

Herbert Gambrell in his book, “Anson Jones,” tells of 
the passage of the bill by the Senate at the behest of Sena- 
tor Horton of Matagorda and Senator Everitt, a doctor from 
Jasper. The bill was reported to have died in the House 
of Representatives, on the table. When the second Con- 
gress met at Houston, Dr. Jones was there as the repre- 
sentative of his home county. The Senate of the second 
Congress repassed the bill but provided that the censors 
should be elected by the Congress. This amendment was 
acceptable to Dr. Jones and, after two or three minor 
changes, the final bill was very close to the original draft 
which is in the State Archives at present. When the bill 
was agreed to by the Senate, Dr. Jones and another mem- 
ber of the House invited the senators to a joint meeting at 
which the medical censors for the various districts of Texas 
were elected. 

One question remains unanswered about this bill: One 
copy is marked “Representatives” and is certified by Arthur 
Robertson, secretary, as having passed the House on June 
10, 1837, after suspension of the rules; the second copy is 
marked “Senate” and is shown by the same Robertson to 
have passed the Senate on June 10 and was received in the 
House of Representatives on the same date late in the after- 
noon. On June 12 it was read and laid on the table. Did the 
House unwittingly reject the bill it previously had passed 
or was the bill delayed in going into force by some mis- 
chance? 

Under this bill physicians who presented diplomas from 
medical colleges to the censor did not have to pay a fee. 
Those without licenses were to appear before the censor 
and pay a fee of $10 for a temporary permit. The whole 
board was responsible for the final issuance of the perma- 
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nent license to practice and the fee was $50. A fine of 
$500 was to be assessed for violation of the act, and the 
informant received half. An interesting provision of the 
act was the prohibition of unlicensed practitioners from col- 
lection, through legal means, of any debt accruing from 
their medical efforts. 
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Stuck, W. G.: Dr. Anson Jones, Last Texas President, 
Southern Surgeon 10:607-611 (Aug.) 1941. 


—J. M. COLEMAN, M.D., Austin. 


GIFTS TO THE LIBRARY 


Dr. Leslie R. Ansley, Lubbock, 12 journals. 

Dr. D. B. Faubion, Austin, 61 journals. 

Drs. Heinrich and Annie T. Lamm, Harlingen, 38 books. 

Drs. Georgia and Carey Legett, Austin, 190 journals, 4 
books, pamphlets. 

Dr. M. D. McCauley, Austin, 91 journals. 

Dr. Morris Polsky, Austin, 43 journals. 

Dr. Marion P. Primomo, Dilley, 61 journals, 1 book. 

Dr. John F. Thomas, Austin, 7 journals, 1 pamphlet. 

University Health Center, Austin, 262 journals. 


Missing Journals Sought 


The Memorial Library would like to have copies of the 
following issues of the Bulletin of the Potter County Medi- 
cal Society: vol. 1, no. 8, July, 1947; vol. 2, no. 9, Septem- 
ber, 1948; and vol. 5, no. 11, November, 1951. Postage 
will be paid on these journals if they are sent to the Me- 
morial Library, Texas Medical Association, 1801 North 
Lamar Boulevard, Austin. 


%* Books 


Books Newly Acquired 


Adlersberg, David: The Malabsorption Syndrome, New 
York, Grune & Stratton, 1957. 

Allen, J. Garrott, and others: Surgery Principles and 
Practice, Philadelphia, J. B. Lippincott, 1957. 

Barker, H. A.: Bacterial Fermentations, New York, John 
Wiley & Sons, Inc., 1956. 

Blount, Walter Putnam: Fractures in Children, Balti- 
more, Williams and Wilkins, 1955. 

Carmichael, Leonard: Manual of Child Psychology, New 
York, John Wiley & Sons, Inc., 1954. 

Collis, Eirene, and others: Infantile Cerebral Palsies, 
Springfield, Ill., Charles C Thomas, 1957. 
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Senturia, Ben H.: Diseases of the External Ear, Spring- 
field, Ill., Charles C Thomas, 1957. 

Stern, Neuton S., and Stern, Thomas N.: The Bases of 
Treatment, Springfield, Ill., Charles C Thomas, 1957. 

Teloh, Henry A.: Methods in Surgical Pathology, Spring- 
field, Ill., Charles C Thomas, 1957. 

Tovey, Geoffrey H.: Technique of Fluid Balance, Spring- 
field, Ill., Charles C Thomas, 1957. 

Walsh, Frank B.: Clinical Neuro-Ophthalmology, Balti- 
more, Williams and Wilkins, 1957. 

Welsh, Ashton L.: The Dermatologist’s Handbook, Spring- 
field, Ill., Charles C Thomas, 1957. 

Wilkins, Lawson: The Diagnosis and Treatment of En- 
docrine Disorders in Childhood and” Adolescence, Spring- 
field, Ill., Charles C Thomas, 1957. 


Book Notes 


Practitioners’ Conference 


CLAUDE E. FORKNER, M.D., F.A.C.P., Professor of . Clinical 
Medicine, Cornell University Medical College; Attending Physi- 
cian, The New York Hospital, Ed. Vol. 6. 378 pages. $6.75. 
New York, Appleton-Century-Crofts, Inc., 1957. 


This volume represents the verbatim transcripts of confer- 
ences held at the New York Hospital—Cornell Medical Center. 
These conferences do not represent formalized lectures, but 
instead are informal discussions by the various panel mem- 
bers, together with questions and answers both from the floor 
and from the panel members and the editor, who also served 
as chairman of each of the conferences. Each conference is a 
chapter, covers a specific disease or group of diseases, and is 
covered by its own group of panelists representing the various 
medical and surgical specialties concerned in the disease entity. 

The use of such a method of covering a subject definitely 
provides more interesting and stimulating reading than does 
the average medical text or monograph on a given subject 
and makes the book of more intellectual value to the reader 
in this respect. At the same time, however, it lessens the vol- 
ume’s value as a reference text, an objection which is probably 
not at all valid, since the editor undoubtedly did not intend 
it to serve as such. However, he has systematized each sub- 
ject to the extent of including, at the end of each conference, 
a point by point summary of the main discussion subject, and 
the conclusions, if any, agreed upon. 

This reviewer felt that the chapters, “Should Patients Be 
Told the Truth About Serious Illness?” “Cancer of the Pros- 
tate,” “Endometriosis,” and “Consultations with Anesthesiol- 
ogists” were particularly well presented. Although in most 
cases these and the other conferences do not necessarily offer 
anything radically new and startling in diagnosis or treat- 
ment, careful and thoughtful perusal should help the reader 
to clarify his own thinking on the subjects, a result which 
should be well worth the purchase price. 


—Rex G. Fuller, Jr., M.D., Weimar. 


Therapeutic Exercises for the Treatment 
Of the Neurologically Disabled 


HAROLD J. BRENNER, M.S., Assistant Chief, Corrective Therapy, 
and Supervisor of the Neurological Service, Veterans Adminis- 
tration Hospital, Sepulveda, Calif. 73 pages. $3.50. Spring- 
field, Ill., Charles C Thomas, Publisher, 1957. 


This is a book that should not have been written, as it in- 
dicates the author's deplorable lack of understanding of 
kinesiology and neuromuscular reeducation. It is a loose out- 
line of therapeutic exercises, oversimplified to a point of 
becoming ludicrous, and serves no purpose whatsoever. The 
person who is engaged in administering this type of therapy 
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should have a broader knowledge of the subject than this 
book offers. On the other hand, it is too sketchy, inaccurate, 
and at times erroneous in information to serve as a guide for 
students in this field. 

There are numerous errors of fact, such as the statement, 
“the degree of paralysis [in hemiplegia] is in direct relation- 
ship to the size and location of the lesion,’ which obviously 
is untrue. Another remark is, “overstretching of the anterior 
muscles of the leg [of the hemiplegic] could result in an 
ankylosed dropfoot.” Ankylosis is seldom if ever encountered 
from such a disability. 


The other clinical entities are treated in a similar hap- 
hazard manner by the author with indications of complete 
ignorance of the fundamentals of basic physiology, pathology, 
or therapeutics. 


—Odon F. von Werssowetz, M.D., Gonzales. 


Clinical Use of Radioisotopes 


WILLIAM H. BEIERWALTES, M.D., Associate Professor of In- 
ternal Medicine and Coordinator, Clinical Radioisotope Unit, 
University Hospital, Ann Arbor; PHILIP C. JOHNSON, M.D., 
Assistant Professor of Internal Medicine and Chief, Radioisotope 
Unit, Veterans Administration Hospital, University of Oklahoma 
Medical School, Oklahoma City; and ARTHUR J. SOLARI, M.S. 
(Physics), Instructor in Radiation Physics, Department of Radi- 
ology and Radiation Physicist for Clinical Radioisotope Unit and 
Kresge Research Isotope Unit, University Hospital, Ann Arbor. 
456 pages. $11.50. Philadelphia, W. B. Saunders Company, 
1957. 


This book is a practical, complete, and carefully prepared 
work on the isotopes of greatest use in the active medical 
center. 

A very complete section on the use of radioactive iodine in 
its various forms occupies a good half of the book. The re- 
mainder is devoted to radioactive phosphorus, gold, chromi- 
um, cobalt, and some of the less used isotopes. The biologic 
effects of radiation and the section on health physics are 
timely and are of particular importance to anyone who in- 
tends to set up a laboratory involving the use of isotopes. The 
comments on the management of an isotope laboratory and 
the discussion on the statistics of counting are all timely and 
important. In the back of the book are handy decay tables 
and data on the amount of shielding required for different 
levels of activity as the laboratory progresses and handles 
more material. The illustrations in this publication are well 
done, and it is printed on an excellent grade of paper chosen 
for ease in reading. It is recommended for anyone interested 
in isotopes. 

—Joe C. Rude, M.D., Austin. 


Movement of the Heart and Blood in Animals 


An antomical essay by WILLIAM HARVEY, translated from the 
original Latin by KENNETH J. FRANKLIN, and published for 
the Royal College of Physicians of London. 209 pages. $3.50. 
Springfield, Ill., Charles C Thomas, Publisher, 1957. 


A new English translation of Harvey’s immortal “De Motu 
Cordis” always is exciting news. This new translation by Dr. 
Kenneth J. Franklin of St. Bartholomew’s Hospital (where 
Harvey worked) is both timely and excellent. The tercen- 
tenary anniversary of the death of William Harvey was cele- 
brated in 1957, and the book was prepared for this occasion. 
The first 500 copies were given to the guests of the Harveian 
Society of London at the President’s Ball in June, 1957. This 
was an inspiring occasion and was a “formal with decorations” 
affair that gave this great book a proper launching. The first 
English translation of “De Motu Cordis” was published by an 
unknown translator in 1653. There have been two other 
English translations: the well known Robert Willis transla- 
tion for the Sydenham Society in 1847 and the more recent 
1928 translation by Chauncey Leake, Ph.D., to commemorate 
the three hundredth anniversary of the publication of “De 
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Motu Cordis.” The celebration in 1928, incidentally, was the 
only one of its kind ever held to commemorate the publica- 
tion of a book. 

The original Latin of Harvey in the 1628 edition of “De 
Motu Cordis” was poor and redundant and had so many 
errors that historians feel sure there was very little, if any, 
proofreading of the original book. This has led to many de- 
fects in the translations, which are gradually being cleared up. 
The nomenclature of the pulmonary blood vessels had to be 
reinterpreted, for example, because before Harvey’s time the 
pulmonary artery was thought to be a vein. The heart proper 
was thought to consist only of the ventricles (the auricles were 
considered part of the vascular system). This new anatomical 
nomenclature has been admirably cleared up by Dr. Franklin. 


Admittedly this book is fairly tedious reading, but the 
thought that it represents the “greatest piece of deductive rea- 
soning the world has ever known” gives it added interest. 
Incidentally, and of much less importance, this book was 
translated into Russian for the first time this year. 


This all adds up to the fact that the new English transla- 
tion is the best of this second greatest book in the history of 
medicine (the first, of course, being Vesalius’ ‘Fabrica,’ 
1543). This book is a “must” for the library of every cul- 
tured, thoughtful, appreciative physician. It would make an 
excellent gift to any doctor, and I hope others will enjoy 
reading it as much as I have. 


—William M. Crawford, M.D., Fort Worth. 


Gifford’s Textbook of Ophthalmology 


FRANCIS HEED ADLER, M.D.; WILLIAM F. Norris; and 
GEORGE E. DE SCHWEINITZ, Professor of Ophthalmology, Uni- 
versity of Pennsylvania Medical School; Consulting Surgeon, 
Wills Eye Hospital and Children’s Hospital of Philadelphia. ed. 
6. 499 pages. 277 figures; 26 color plates. $8. Philadelphia, 
W. B. Saunders Company, 1957. 


Medical students and non-ophthalmologist physicians who 
wish to investigate eye problems more thoroughly will find 
that this book fills the need better than most textbooks in a 
similar category. 

Dr. Adler writes as clearly as he teaches, keeping in mind 
the nonspecialists and making the book a pleasure to study. 
It is well indexed for quick reference, and the subject can 
be analyzed easily for pertinent points or for more detailed 
information as desired. 

Some phases of descriptive anatomy and of treatment may 
be too detailed for general use, but for the ophthalmologist, 
it is a handy summation of the newer treatments and pro- 
cedures. 

This book certainly will be a useful addition to the libraries 
of students, practitioners, and ophthalmologists. 


—Robert Eckley, M.D., Brownsville. 


Synopsis of Obstetrics 


JENNINGS C. LITZENBERG, M.D., F.A.C.S., Late Professor 
Emeritus of Obstetrics and Gynecology, University of Minnesota 
Medical School, Minneapolis. Revised by CHARLES E. MCLEN- 
NAN, M.D., Professor of Obstetrics and Gynecology, Stanford 
University School of Medicine, San Francisco. ed. 5. 403 pages. 
$6. St. Louis, C. V. Mosby Company, 1957. 


Frequent revisions maintain this book as a timely study of 
obstetric advancement. The author remains well within the 
bounds of a broad subject in his 38 chapter treatise. The en- 
tire field of obstetrics is condensed and embodied in this rela- 
tively short presentation enabling those interested in this par- 
ticular phase of medicine, and especially the busy general 
practitioner, to have a handy source for reference or review. 


Limitations of a synopsis necessitate brevity. Consequently 
many of the chapters are in outline form, all topics being 
presented concisely but with full coverage. In fact most of 
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the material appears dogmatic in its presentation as a result 
of the writer’s aim to minimize the more or less irrelevant, 
to evaluate the questionable, to emphasize the important, and 
at the same time to maintain that balance between minimum 
and maximum stress so necessary to develop sound judgment. 

In the fifth edition, published in May, 1957, deletion of 
outmoded materials, rearrangements, and revisions to incor- 
porate only currently accepted obstetric methods in brief text 
is admirably accomplished. More lengthy discussion is given 
to important phases of obstetrics. Dystocia, diseases of the 
various systems of the body that affect pregnancy, and the 
mechanism of labor are discussed more liberally than other 
topics. 

The outline form in which most of this publication is 
written and its brevity with no sacrifice of essential and im- 
portant data give it a desirable place in the obstetrician’s and 
the general practitioner’s library for both study and quick 
reference. 


—Glenn Mitchell, M.D., McKinney. 


Occipitoposterior Positions 


EDWARD L. KING, M.D., F.A.C.S., F.A.C.O.G., Professor Emer- 
itus of Obstetrics, School of Medicine, Tulane University of 
Louisiana, New Orleans. 106 pages. $3.75. Springfield, Ill., 
Charles C Thomas, Publisher, 1957. 


This is a book, as the name implies, dealing with some of 
the causative factors of occipitoposterior positions. It covers 
the problem encountered in labor and reviews the nonsurgi- 
cal methods of correction and delivery. In the operative sec- 
tion there is an interesting review of the various types of 
forceps, application, and maneuvers, though several have long 
been outdated. Complications are touched on only briefly, 
and it is interesting to note that in no place is the cesarean 
section mentioned. 

The book has some general interest, but could be classified 
neither as a manual nor a text. 


—M. D. McCauley, M.D., Austin. 


Atlas of Clinical Endocrinology; 
Including Text of Diagnosis and Treatment 


H. Lisser, M.D., Clinical Professor Emeritus of Medicine and 
Endocrinology, University of California School of Medicine, San 
Francisco; and ROBERTO F. ESCAMILLA, M.D., Clinical Pro- 
fessor of Medicine, University of California School of Medicine, 
San Francisco. 476 pages. $18.75. St. Louis, C. V. Mosby 
Company, 1957. 


This book is an attempt to present endocrine disorders in 
an atlas format. It is divided into 11 sections and 63 chap- 
ters. Seven sections are devoted to diseases of each of the 
endocrine glands. Other sections deal with the hypothalamus, 
the ovotestis (hermaphroditism), and miscellaneous syn- 
dromes and diseases not readily classified or definitely attribu- 
table to disturbed endocrine function. Finally, there is an 
appendix dealing with such subjects as height and weight, 
growth and development, bone age, and dentition. 

The text is brief and much of it is presented in outline 
form. Each chapter treats a single clinical entity under the 
following headings: definition, symptoms, physical signs, lab- 
oratory findings, differential diagnosis, treatment, and prog- 
nosis. At the end of each chapter are a few selected refer- 
ences. A discussion of endocrine physiology, pathology, bio- 
chemistry, and experimental endocrinology has intentionally 
been omitted. Much of the space in the book is taken up 
by 148 plates (there are more than 800 illustrations) and 18 
tables. 

This book is well organized, and despite its format, quite 
readable. The index is adequate. The book is printed on a 
good quality of paper and well bound. No typographical 


errors were noted. In general the plates have been judiciously 
selected.and are well reproduced. 
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Certain endocrine disorders, diabetes insipidus, thyroiditis, 
primary aldosteronism, hyperinsulinism, amenorrhea, male 
and female infertility, and the menopause, do not lend them- 
selves particularly well to pictorial presentation. This un- 
avoidable deficiency is apparent in this atlas. 


No attempt has been made to treat endocrine disorders 
exhaustively. Debatable clinical entities, such as the male 
climacteric, and controversial subjects, such as the endocrine 
function of the thymus gland, are omitted. One wonders, 
however, why no chapter in the atlas is devoted to diabetes 
mellitus and why chapters are devoted to miscellaneous and 
relatively unimportant conditions, such as mongolism and 
disorders of the epiphyses, which have not been proven as yet 
to be due to disturbances of function of the endocrine glands. 


This atlas reflects the extensive clinical experience of the 
authors and their excellent qualifications. Their atlas affirms 
the old cliche that a picture is worth a thousand words. This 
atlas can be recommended as an excellent primary source of 
general information on endocrine disorders; it is not, of 
course, intended as an exhaustive work or a reference source. 


—R. L. Kendrick, M.D., El Paso. 


Textbook of Pathology; With Clinical Applications 


STANLEY L. ROBBINS, M.D., Associate Professor of Pathology, 
Boston University School of Medicine; Associate Director of the 
Mallory Institute of Pathology, Boston. 1351 pages. $18. Phil- 
adelphia, W. B. Saunders Company, 1957. 


This book was written for the student and clinician. The 
author has attempted a more dynamic approach in writing a 
textbook in which there is a closer correlation of pathologic 
findings with the clinical picture. The text is well organized 
and easy to read. The chapters are outlined with a description 
of a normal morphology and physiology followed by major 
pathology. Each section also has a correlation of the pathol- 
ogy with the resultant clinical problem. 


Another fine feature of the text is the listing of special 
references at the end of each section. Only the more select 
references are listed instead “of the overwhelming number 
found in some textbooks. After each listing there is a short 
sentence stating the main feature of the article. 


There are numerous excellent photographs and photomicro- 
graphs of various pathological lesions. Since the book was 
written chiefly to serve as a text for the student and clinician, 
there is some lack of detail of the different sections presented, 
but this should be considered as one of the outstanding fea- 
tures of the book. The text would not serve as a good refer- 
ence for the practicing pathologist, but it does fulfill a great 
need as a text for the student as well as the clinician. The 
over-all presentation is excellent, and it should be a welcome 
addition to the student’s library. 


—John V. Denko, M.D., Amarillo. 


The Riddle of Stuttering 


C. S. BLUEMEL, M.D., F.A.C.P., Fellow of the American Psy- 
chiatric Association, Fellow of the American Speech and Hearing 
Association. 142 pages. $3.50. Danville, Ill., The Interstate 
Publishing Company, 1957. 


The author seeks an answer to the riddle of stuttering in 
the field of psychiatry. In the first chapter, he limits the 
use of the term stuttering to the nonorganized speech and 
lack of fluency of childhood. He then introduces the term 
stammering for further discussion of this speech disorder. 
Stammering is divided into primary and secondary stam- 
mering. Primary stammering is the initial disorganization 
of speech which never has been securely established; second- 
ary stammering refers to the three components of effort, 
negative conditioning, and anxiety which are part of the 
clinical problem. : 
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The author considers stammering as more than a speech 
disturbance. It is only one symptom of a broad disorgani- 
zation of a neurotic personality. Stammerers are often dif- 
fident, self-conscious, insecure, tense, poorly organized per- 
sons who are easily flustered by stress. Under the impact 
of stress, the poorly organized speech is readily disorganized 
to stammering. 

Treatment is directed toward improving the basic per- 
sonality and to increasing the patient’s ability to think flu- 
ently, since speech is thinking out loud. Verbal thinking is 
improved by such exercises as ear training (listening to good 
speech, and special records), thinking the answers to ques- 
tions, silent speech, and whispering. Group therapy was 
found to be advantageous as the stammerer can usually talk 
much better in unison with others. The secondary compli- 
cations such as the effort phase, word phobias, and tensions 
gtadually disappear as the patient improves his fluency in 
verbal thinking. 


Dr. Bluemel has made an excellent contribution to the 
concept of this speech disorder being an emotional disturb- 
ance, or psychoneurotic symptom, rather than a speech im- 
pediment. The book is well written and can be understood 
by the nonprofessional reader because of the inclusion of a 
glossary of difficult terms. 


—James E. Hamill, M.D., Port Arthur. 


Textbook of Endocrinology 


ROBERT H. WILLIAMS, M.D., Executive Officer and Professor 
of Medicine, University of Washington Medical School, Seattle, 
editor. Contributors William H. Daughaday; Peter H. Forsham; 
Harry B. Friedgood; John Eager Howard; Edward C. Reifenstein, 
Jr.; William W. Scott; George Van S. Smith; George W. Thorn; 
Lawson Wilkins; Robert H. Williams. ed. 2. Illustrated. 776 
pages. $13. Philadelphia, W. B. Saunders Company, 1955. 


This second edition has been brought up to date by the 10 
original collaborators with the exception of Dr. L. H. New- 
burgh, who has been replaced by Dr. Daughaday. To incor- 
porate the recent advances in a clear manner, most of the 
book has been rewritten. The latest diagnostic tests, drugs, 
and hormones are discussed. A new chapter on “Diagnosis 
and Treatment of Endocrinopathies: Hormone Preparations” 
has been added by the editor, who has stressed simplicity and 
practicality. 

The defects in correlation are due to the number of authors. 
The book is recommended to the practicing physician. 


Manual of Anesthesiology; 
For Residents and Medical Students 


HERMAN SCHWARTZ, M.D.; S. H. NGAI, M.D.; and E. M. 
PAPPER, M.D., Anesthesiology Service, Presbyterian Hospital, 
and Department of Anesthesiology, Columbia University, Col- 
lege of Physicians and Surgeons, New York. 170 pages. $4.25. 
Springfield, Ill., Charles C Thomas, Publisher, 1956. 


This handbook of anesthesiology is designed particularly 
for residents and medical students and would be suggested 
only for these people, or possibly one in general practice with 
a desire for a review of the fundamentals of anesthesiology. 
The manual is short, concise, and covers fundamental points 
in a little more than outline form. 


Several publications preceded this manual which covered 
essentially the same material. S.C. Cullen published a book, 
“Anesthesia in General Practice,” which is very similar. 


—Newell D. Boyd, M.D., Kingsville. 


Smoking and Its Effects: With Special 
Reference to Lung Cancer 


SIDNEY Russ, C.B.E., D.Sc., Professor Emeritus, University of 


London, Fellow of University College. 144 pages. $1.95. New 
York, MacMillan Company, 1955. 
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Systemic Arterial Embolism; 
Pathogenesis and Prophylaxis 


JOHN MARTIN ASKEY, M.D., Associate Clinical Professor of 
Medicine, University of Southern California School of Medicine. 
157 pages. $5.75. New York, Grune & Stratton, 1957. 


This concise book gives a thorough discussion of the patho- 
genesis of systemic arterial embolism. Systemic arterial em- 
bolism arises in more than 90 per cent of the cases, either 
from clots of rheumatic origin in the left auricle, or clots of 
arteriosclerotic origin in the left ventricle. Rheumatic fever 
is the most frequent cause of systemic arterial embolism. 


The author also gives a thorough discussion of prophylaxis 
and therapy. Three measures are available to reduce the re- 
currence of auricular thrombosis in rheumatic heart diseases: 
Dicumarol therapy, combination mitral valvoplasty and left 
auricular appendectomy, and conversion of auricular fibrilla- 
tion to normal rhythm. Continuous Dicumarol therapy is in- 
dicated for patients with mitral stenosis and systemic arterial 
embolism, for those who are ineligible for mitral valvoplasty, 
and for patients who survive a severe or recurrent myocardial 
infarction. Continuous Dicumarol therapy is safe for am- 
bulatory patients if they are carefully followed. 

This book has a concise summary following each chapter, 
and is easily read. 


—Frederick A. Elston, M.D., Sunray. 


Causal Factors in Cancer of the Lung 


CARL V. WELLER, M.D., Chairman of the Department of Pa- 
thology and Professor of Pathology in the Medical School, Uni- 
versity of Michigan, Ann Arbor. 113 pages. $3. Springfield, 
Ill., Charles C Thomas, Publisher, 1956. 


This monograph is a unique evaluation of the various pre- 
sumed factors in the etiology of lung cancer. Both the his- 
torical and practical approaches to this subject are given thor- 
ough and careful study; factors such as atmospheric pollution 
from domestic and industrial sources as well as highways and 
combustion products from automobile engines are included. 
The author also discusses the available information regarding 
the importance of arsenic and benzpyrene. The various com- 
ponents of cigarette smoke are evaluated, and the author 
comes to the final conclusion that probably benzpyrene in 
inhaled cigarette smoke is of primary importance. The author 
further states that his views on the subject are diametrically 
opposed to those which he has held in earlier years, and he 
now thinks that cigarette smoking and bronchogenic carci- 
noma are causally related. 


—S. P. Wise, III, M.D., San Benito. 


The Treatment of Burns 


Curtis P. ARTZ, M.D., F.A.C.S., Lt. Col., MC, USA (Ret.), 
Formerly Director, Surgical Research Unit, Brooke Army Medi- 
cal Center, Fort Sam Houston; Presently, Associate Professor of 
Surgery, University of Mississippi Medical Center, Jackson; and 
Eric REISS, M.D., Instructor in Medicine, Washington Uni- 
versity School of Medicine, St. Louis. Illustrations by BURR 
BusH. 250 pages. Philadelphia, W. B. Saunders Company, 1957. 


It was indeed a pleasure to review this well-written book. 
As the authors state in the preface, “it is an outline for the 
treatment of burns.” 

The authors have pooled the sum of their vast experience 
in the field of burn therapy and have written in brief and 
concise statements their recommendations as to the best meth- 
od of handling each problem. Their discussions of the vari- 
ous methods used are limited with the result that the book 
consists almost entirely of practical information with little 
theoretical discussion. The individual chapters on immediate 
care, fluid therapy, and wound care should enable even the 
uninitiated to do a satisfactory job. The entire field of repair 
is thoroughly covered, and reference is made to the multitude 


TEXAS State Journal of Medicine, NOVEMBER, 1957 


of minor problems and complications which one is likely to 
encounter. 

The chapters on burns of special or specific areas, special 
types of burns, and the problem of infection are more than 
adequate. There is a thorough discussion of the metabolic 
alteration and the problem of nutrition in burn cases. The 
chapter devoted to practical details in burn therapy includes 
even the most minute details encountered in nursing care 
of burns. 

In brief, this is a well written, small volume containing 
a wealth of information covering the entire field of burn 
therapy. It should be a welcome addition to the library of 
every physician who treats burn cases. 


—H. C. McQuaide, M.D., Bryan. 


Diseases of the Breast 


C. D. HAAGENSEN, M.D., Professor of Clinical Surgery, College 
of Physicians and Surgeons, Columbia University; Director of 
Surgery, Francis Delafield Hospital, Columbia—Presbyterian Med- 


ical Center, New York. 751 pages. $16. Philadelphia, W. B. 
Saunders Company, 1956. 


This is a superb book written for the practicing physician 
in a thoroughly interesting manner. It covers every aspect 
of breast disease as the title implies, but is much broader in 
scope. Few textbooks have the unique quality of appealing 
to every phase of medical practice; this book definitely rates 
such a position. 

Dr. Haagensen treats the subjects of anatomy, physiology, 
and deviations from normal in a practical, readable, and up- 
to-date fashion. He never is boring in detail. The section 
devoted to carcinoma probably is one of the most complete 
ever produced and is alone worth the purchase price. 

This book is recommended for all clinicians whether they 
be pediatricians, geriatricians, surgeons, or internists. Every 
doctor who has ever seen or felt a “lump” in the breast should 
have this text on his office shelf. 


—Wade H. Lewis, M.D., San Antonio. 


Diseases of the Heart 


CHARLES K. FRIEDBERG, M.D., Attending Physician, Mount 
Sinai Hospital; Associate Clinical Professor of Medicine, College 
of Physicians and Surgeons, Columbia University, New York. 


Bey 1161 pages. Philadelphia, W. B. Saunders Company, 


This is one of the most complete, if not the most com- 
plete, books on the heart in print today. It gives a com- 
plete picture of the recognition, treatment, and understand- 
ing of every type of cardiac disorder. The discussions on 
every subject are detailed and complete. All significant new 
advances of diagnosis and therapy have been incorporated in 
this new edition. A new section on the graphic methods of 
examination has been added with chapters on roentgenology, 
electrocardiography, ballistocardiography, phonocardiography, 
cardiac catheterization, and other methods. 

The major section of the book includes cardiac surgery 
with indications and contraindications for this new field. 
Everything one wants or needs to know concerning the ther- 
apy of heart disease—drugs, rest, diet, surgery, preoperative 
and postoperative care, and rehabilitation—is included. 


—Thomas R. Jones, M.D., Jasper. 


Bacterial Fermentations 


H. A. BARKER, Ed. Ciba Lectures in Microbial Biochemistry. 
95 pages. New York, John Wiley & Sons, Inc., 1956. 


Foot Troubles 


T. T. STAMM, F.R.C.S. 122 pages. $4.75. New York, Philo- 
sophical Library, Inc., 1957. 
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The Recovery Room; Immediate 
Postoperative Management 


MAX S. SADOVE, M.D., Professor of Surgery (Anesth.) and 
Head, Division of Anesthesiology, University of Illinois College 
of Medicine and the Research and Educational Hospitals, and 
JAMES H. Cross, M.D., Clinical Assistant Professor in Surgery, 
University of Illinois College of Medicine, with contributions 
by 24 authorities. Illustrated. 597 pages. Philadelphia, W. B. 
Saunders Company, 1956. 


The interest in recovery rooms stems from experience in 
front line hospitals in World War II where the immediate 
availability of almost all medical and physical facilities neces- 
sary for the sick and wounded was the outstanding char- 
acteristic and the main contribution to the reduction of mor- 
tality. The contributors have assembled all the data relative 
to the planning and function of a recovery room. They at- 
tempt to discuss in detail the management of patients who 
have undergone various surgical procedures. 

The book should be of interest to hospitals that wish to set 
up a recovery room or to evaluate one that is already in exist- 
ence. Surgeons who do not have such facilities might make 
use of some of the measures advocated in the postoperative 
care of the patient. Interns and surgeons in training and 


nurses actively engaged in care of patients should find this 
book valuable. 


The Care of the Expectant Mother 


4 


JOSEPHINE BARNES, D.M. (Oxon.), M.R.C.P. (London), F.R. 
C.S. (England), F.R.C.0.G., Assistant Obstetrician and Gynae- 
cologist, Charing Cross Hospital and Elizabeth Garrett Anderson 
Hospital; Surgeon, Marie Curie Hospital. 270 pages. $7.50. 
New York, Philosophical Library, 1956. 


This brief but comprehensive volume describes the prenatal 
care of the normal as well as the abnormal pregnancy. It is, 
as the preface states, “‘a practical guide for all who undertake 
the management of pregnancy,” but will probably be of great- 
er benefit to the medical student and the general practitioner 
than to the obstetric specialist. 

The book is divided into three sections. The first deals 
with normal pregnancy and discusses anatomy, physiology, 
routine examinations, and advice to the expectant mother. 
There is an interesting chapter on maternity services in Britain 
under the National Health Service. The second section cov- 
ers abnormal pregnancy and discusses briefly diagnosis and 
treatment of abnormalities arising during the antenatal pe- 
riod. The third section discusses diseases complicating preg- 
nancy, particularly as the disease affects the course of the 
pregnancy, as well as coexisting maternal disease. 

This concise and readable study should be a valuable aid 
to the student and the practitioner on obstetrics. 


—E. T. Crim, M.D., Greenville. 


The Lung as a Mirror of Systemic Disease 


EL1 H. RUBIN, M.D., Professor of Clinical Medicine, Albert Ein- 
stein College of Medicine, Yeshiva University; Attending Physi- 
cian, Division of Pulmonary Diseases, Montefiore Hospital, New 


York. 288 pages. $12.50. Springfield, Ill., Charles C Thomas, 
Publisher, 1956. 


The title of this book emphasizes a feature of pulmonary 
disease which is frequently overlooked. The lung indeed is 
almost the only structure in the body about which consider- 
able information can be obtained from as simple a procedure 
as standard roentgenography. In a certain sense one may say 
that by means of x-rays it is possible to look into the interior 
of the body and to identify inflammations as they pertain to 
such specific structures as collagen, blood vessels, or serosal 
surfaces. Not only is this true, but it is possible in a manner 
comparable only to direct observations of superficial inflam- 
mations and their resolution in the lung. 


In his enthusiasm for this unique aspect of pulmonary 
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radiography the author is sometimes carried perhaps a little 
too far by his thesis. The limits of what may be considered 
systemic disease are considerably overstepped. Indeed at times 
the book belies its title and becomes a review of practically 
every kind of disease that can be found in the body or in the 
lung. That the classification followed is not entirely accepta- 
ble is an incidental comment. 

In spite of these faults the book contains excellent illustra- 
tions of a great variety of pulmonary diseases and good dis- 
cussions of certain of the systemic diseases. Illustrations are 
plentiful and for the most part very good. It may be recom- 
mended as a not too technical approach to the problem of 
diagnosis of pulmonary diseases. 


—John S. Chapman, M.D., Dallas. 


Problems in Amoebiasis 


CHARLES WILLIAM REES, Ph.D., Head, Section on Protozoal 
Diseases, Laboratory of Tropical Diseases, National Microbio- 
logical Institute, National Institutes of Health, United States 
Public Health Service, Bethesda, Md. 119 pages. $4.75. Spring- 
field, Ill., Charles C Thomas, Publisher, 1955. 


Clinical Toxicology of Commercial Products 


MARION N. GLEASON, Research Assistant in Pharmacology, 
School of Medicine and Dentistry, University of Rochester, 
Rochester, N. Y.; ROBERT E. GOSSELIN, M.D., Ph.D., Professor 
of Pharmacology, Dartmouth Medical School, Hanover, N. H.; 
HAROLD C. HODGE, Ph.D., D.Sc., Professor of Pharmacology 
and Toxicology, School of Medicine and Dentistry, University 
of Rochester, Rochester, N. Y. 1160 pages. $14.40. Baltimore, 
Williams & Wilkins Company, 1957. 


ORGANIZATIO 


* American 
Medical Association 


AMA Plans Clinical Meeting 


The eleventh clinical meeting of the American Medical 
Association to be held December 3-6 in Philadelphia will 
be aimed at helping to solve the daily practice problems of 
the family physician, according to Dr. Thomas G. Hull, 
secretary of the American Medical Association’s Council on 
Scientific Assembly. Approximately 4,000 physicians are ex- 
pected to attend the clinical meeting, which has been planned 
in cooperation with Philadelphia physicians. 

Scientific meetings and sessions of the House of Delegates 
will be held at the Bellevue-Stratford Hotel. 

One hundred twenty scientific exhibits and 160 technical 
exhibits will be displayed in the Convention Hall. An ex- 
hibit on medical history, prepared by a group of Philadel- 
phia doctors, will be shown. 

Lecture meetings, symposiums, and panel discussions on 
such subjects as juvenile delinquency, cardiovascular disease, 
hypertension, diabetes, arthritis, and obstetrical problems 
will be among the special features of the meeting. Approxi- 
mately 200 physicians will participate in these activities. 
Also numerous motion pictures will be shown in Conven- 
tion Hall. “M. D. International,” a film which will be car- 
ried on the National Broadcasting Company network this 
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spring, will be previewed for the physicians in the ballroom 
of the Sheraton Hotel. The film deals with American physi- 
cians practicing in remote areas of the world. 

Closed circuit colored television again will be shown to 
doctors attending the meeting. Programs will include those 
originating in Philadelphia's Lankenau Hospital brought di- 
rectly to the meeting hall. Another feature of the meeting 
will be a trans-Atlantic conference between physicians in 
Philadelphia and London. A conference on advances in 
chemotherapy of cancer will be held via telephone. 

The General Practitioner of the Year will be named 
during the meeting. 

A special concert for registrants by the Westminster Choir 
of Princeton University, Princeton, N. J., in the ballroom 
of the Sheraton Hotel will be an entertainment sidelight. 

Delegates to the American Medical Association from the 
Texas Medical Association are the following: Dr. T. C. 
Terrell, Fort Worth; Dr. M. O. Rouse, Dallas; Dr. J. B. 
Copeland, San Antonio; Dr. Troy A. Shafer, Harlingen; Dr. 
John K. Glen, Houston; Dr. L. C. Heare, Port Arthur; and 
Dr. James H. Wooten, Columbus. Dr. Rouse serves as chair- 
man of the delegation. Dr. Charles T. Stone of Galveston 
is a member of the House of Delegates through the Section 
on Internal Medicine. 

Drs. Heare and Wooten will be unable to attend the meet- 
ing, but Drs. Ridings E. Lee, Dallas, and J. C. Terrell, Steph- 
enville, will represent them. 

The Texas delegates plan to recommend that a special 
council of the AMA on insurance be established since the 
problems of insurance have multiplied so rapidly. The dele- 
gates believe that this council should be of the same stand- 
ing as the other permanent councils under the Board of 
Trustees with a full-time doctor as secretary of the council. 
Although a council on insurance is not recommended spe- 
cifically in the report of Robert Heller and Associates (the 
recent study of AMA organization by an independent con- 
sultant), the proposed arrangement would be in keeping 
with the suggestions in the Heller Report. It is anticipated 
that the Hyland Committee, which will recommend action 
on the Heller Report at the Philadelphia meeting and of 
which Dr. Stone is a member, may point out the need for 
a special insurance council. If so, the Texas delegates will 
support the recommendation. 


The Heller Report also suggests a plan whereby the Board 
of Trustees would be elected according to a geographic basis 
which the Hyland Committee is considering and which will 
be brought before the House at the December session. 

All reservations for Philadelphia hotels, information for 
which is listed in current issues of the AMA Journal, should 
be cleared through the AMA Subcommittee on Hotels, Juni- 
per and Filbert Streets, Philadelphia 7, before November 23. 


AMA Circulates New Exhibits 


The American Medical Association’s Bureau of Exhibits 
has many health and scientific exhibits available for showing 
at medical and scientific meetings and at lay gatherings such 
as county fairs. They may be borrowed by qualified groups 
without rental charge; they are complete units ready for in- 
stallation and some are small and portable enough to be 
carried in a passenger automobile. 

These exhibits come in a variety of sizes, and use every 
means of visual education to stress their points. Exhibits 
for the general public include such topics as mechanical 
quackery, alcohol tests for drinking drivers, animals in re- 
search, beginnings of life, the heart, bones and muscles, 
digestion, eyes, ears, weight reduction, sinus trouble, cancer, 
accidental poisonings, farm accidents, immunizations, and 
the patient and his medical care. 
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For doctors, topics include health appraisal of the school 
child, foods in oral electrolyte therapy, professional liability, 
hazards of solvents, diseases transmitted from animals to 
man, brucellosis, standard nomenclature, alcoholism, and 
modern quackery in the form of a “medicine show.” 

The borrower must provide adequate space for the ex- 
hibit, install it, furnish necessary electric outlets and addi- 
tional illumination, provide a well qualified attendant who 
can demonstrate the exhibit properly, and pay shipping 
charges both ways on the material. 

Requests for exhibits should be instituted as far in ad- 
vance as possible so that the proper reservations can be 
made. Further information may be obtained from the Di- 
rector, Bureau of Exhibits, American Medical Association, 
535 North Dearborn, Chicago 10. 


Orders Being Taken for AMA Directories 


Orders are being taken now for the 1958 edition of the 
American Medical Directory to be ready for distribution in 
the summer of 1958. Before January 1, 1958, the copies 
will sell for $30 to those in the United States and $33 to 
those outside the United States. After that date the price 
on all orders will be increased $5. 

The twentieth edition of the AMA Directory will have 
complete data on 260,000 physicians, with 100,000 changes 
of address since the 1956 edition and data on an additional 
19,000 new physicians. 

Orders may be sent to the American Medical Association, 
535 North Dearborn Street, Chicago 10. 


New Editor for Today's Health 


The special feature editor of Better Homes and Gardens 
since 1951, James Liston, has been named chief editor of 
Today’s Health, the American Medical Association’s health 
magazine for laymen. He replaced Dr. W. W. Bauer, who 
has been chief editor of Today’s Health since 1949, on No- 
vember 15. The appointment of a full-time editor is the 


first in a series of proposed changes in the organization 
of Today’s Health. 


* Texas 


Medical Association 


New TMA Group Insurance Available 


Enrollment of members of the Texas Medical Association, 
in the new Accidental Death, Dismemberment, and Loss of 
Sight Insurance Program, is now in progress. This new 
program supplements and is not in conflict with the “True 
Group” Disability Insurance Program which was inaugu- 
rated and made effective November 1, 1955. This insurance 
program has been authorized and endorsed by the Texas 
Medical Association and represents another service of the 
Association to the doctors of this state. 

Principal sum benefits from $50,000 to $250,000 are 
available and are payable to the insured for the accidental 
loss of sight of one or both eyes, the accidental loss of one 
or more limbs, or to his named beneficiary in the event of 
accidental death. 

Five plans are available—plans A, B, C, D, and E with 
descending values and premiums. Principal sum _ benefits 
vary from $250,000 under Plan A to $50,000 under Plan E. 
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Members under age 60 may apply for Plans A, B, C, D, or 
E; and members aged 60 to 70 may apply for plans D or E. 
This program will enable the insured to carry his benefits 
to the first premium due date beyond his 70th birthday, 
subject to a limit of $100,000 at age 60. 

Additional information pertaining to this Texas Medical 
Association sponsored and endorsed Accidental Death, Dis- 
memberment, and Loss of Sight Insurance Program may be 


obtained upon inquiry addressed to the Central Office of 
the Association. 


Legislation Spotlighted 
By TMA Committee 


The Texas Medical Association’s Council on Medical 
Jurisprudence, headed by Dr. G. W. Cleveland, Austin, has 
sent a letter summarizing key medical issues likely to be 
considered by Congress in 1958 to all legislative chairmen 
and committee members, presidents, and secretaries of coun- 
ty medical societies. 

The letter emphasizes the danger of the Forand ameénd- 
ments, which would provide free hospital and surgical care 
for more than 12 million beneficiaries of Social Security. 
The Jenkins-Keogh bills may have a chance for passage in 
1958, and pamphlets on the Forand and Jenkins-Keogh bills 
were included with the letter. Additional literature is avail- 
able from the Texas Medical Association, 1801 North 
Lamar Boulevard, Austin. The Council also is prepared to 
provide speakers on legislation for county medical society 
meetings. 

Dr. Cleveland urged county medical society representatives 
to be present at the Sixth Annual Conference of County 
Society Officials and Symposium on Legislation to be held 
January 18 in Austin. 


New Anson Jones Award 


The selection of nominees for the 1958 Anson Jones 
Award will present again this year the opportunity for 
county medical societies to let Texas newspapers know that 
the medical profession is deeply appreciative of the con- 
stantly improving efforts in medical reporting. Initiated in 
1957, the award, consisting of a bronze plaque and $250, 
is presented by the Texas Medical Association annually in 
appreciation of “distinguished accurate lay medical report- 
ing” by some Texas reporter. 

Dr. Anson Jones, a prolific writer, was the last president 
of the Republic of Texas, and instituted the first legislation 
to insure that only licensed physicians could practice in 
Texas. 

Blair Justice, medical writer for the Fort Worth Star- 
Telegram, was recipient of the 1957 Anson Jones Award. 
He was awarded the recognition on the basis of his stories 
on the University of Texas Medical Branch at Galveston, the 
Texas Academy of General Practice scientific assembly, the 
M. D. Anderson Hospital cancer research symposium, the 
Association’s annual session, and “general local medical re- 
porting.” 

Selection of nominees for the award will be made by the 
county medical society where each newspaper is located. 
The society, which will coordinate its selection, or selections, 
with the editor of the newspaper, will then forward name 
or names of nominees with a presentation of writing ac- 
complished to the Association’s central office in Austin. 
All names should be in the hands of Mr. C. Lincoln Willis- 
ton, Executive Secretary, by January 1, 1958. The Associa- 
tion’s Committee on Public Relations will then determine 
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a winner at its meeting on January 17,1958. The recipient's 
name will be released at that time. 


In order that all newspapers will have an opportunity 
to nominate for the award, letters of complete information 
will be mailed to the editors and city editors. Also, county 
medical society officers will receive complete information on 
the award and how they may select their nominees. Presen- 
tation of the Anson Jones Award will be made during the 
Association’s 1958 annual session in Houston, April 19-22. 


January Meeting to Aid Officers 


Two out-of-state guests have accepted invitations to speak 
at the Texas Medical Association’s sixth annual Conference 
of County Society Officials and Symposium on Legislation 
to be held in Austin, January 18. A third speaker will be 
announced later. Those who have accepted are Dr. J. Lafe 
Ludwig, Los Angeles, who is a member of the committee 
on legislation of the American Medical Association, and Dr. 
Kenneth McFarland, Topeka, Kan., who is educational con- 
sultant for General Motors and is sponsored through the 
courtesy of General Motors. 


Officers of county medical societies will learn more of 
problems confronting American medicine through panel dis- 
cussions and talks by Association officials. The conference 
will be held simultaneously with meetings of Association 
committees and an indoctrination program, designed to ac- 
quaint the new members with the services of the Association. 

The interim policy making body of the Association, the 
Executive Committee, will meet on January 19 to hear re- 
ports of boards, councils, and committees. 


Conference on Schools, Physicians 


The Texas Medical Association’s Committee on School- 
Physician Relationships will hold the second state Confer- 
ence on Physicians and Schools on January 7 and 8 in Aus- 
tin. The Conference, dedicated toward improving the health 
of the school-aged child, will consist of panel discussions on 
problems of mutual interest to physicians and educators. 


Guest speakers for the meeting will be Fred V. Hein, 
Ph.D., Consultant in Health and Fitness, Bureau of Health 
Education, American Medical Association, Chicago, and L. P. 
Sturgeon, Director of Public Relations, Texas State Teachers 
Association, Austin. 

Panel members will consist of practicing physicians, edu- 
cators, and public health physicians. Participants will in- 
clude physicians, school administrators, public health per- 
sonnel, school nurses, representatives from the Parent-Teach- 
ers Association, teachers associations, Woman’s Auxiliary to 
the Texas Medical Association, and other interested persons. 


Medical Student’s Day Planned 


The fifth annual Medical Student’s Day presented by the 
Texas Medical Association will be held at the University of 
Texas Medical Branch at Galveston on Saturday, December 
7, and at the Baylor University College of Medicine on Fri- 
day, December 6. Medical Student’s Day was held at the 
Southwestern Medical School on September 5. 


Junior and senior students are invited to attend the pro- 
gram, designed specifically to acquaint the students with the 
socioeconomic aspects of medical practice. A panel of Texas 
physicians and lay executives will speak on such topics as, 
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“The Business Side of Your Practice”; “You, Your Practice, 
and Socioeconomic Trends Which Affect It’; “Your Prac- 
tice and Public Opinion”; and “The Legal Aspects of Your 
Practice.” 


Members of the Committee on Public Relations, which 
initiated these student programs, point out that these events 
are good public relations in that they let the students know 
that the Texas Medical Association is interested in them 
from the time they decide to become physicians. 


Doctor Supply Studied 


General practitioners are in greatest demand in Texas ac- 
cording to the Texas Medical Association’s placement service 
spokesman. By far the most difficult specialty vacancies to 
fill are eye, ear, nose, and throat; pediatrics; internal medi- 
cine; and ophthalmology. The least difficulty is encoun- 
tered in recruiting general surgeons, obstetricians, and 
gynecologists. Calls seldom come to the placement service 
for specialists in anesthesiology, dermatology, industrial med- 
icine, public health, orthopedics, or psychiatry. More fre- 
quently requested, and moderately difficult to obtain, are 
radiologists, pathologists, and urologists. 

Some 43 communities in Texas still are in’ need of one 
general practitioner or more. However, more than four- 


fifths of these have a population of less than 10,000 and 
nearly half are smaller than 3,000. 


¥% County Societies 


Grievance Committees: 
Do They Really Work? 


The grievance committee, through publicity in the lay 
press and promotion by the American Medical Association, 
is becoming an important and necessary cog in the gears of 
local level organized medicine. Because the general public 
likes to know that there are channels through which mis- 
understandings can be aired and the medical profession 
recognizes the advantages of personal discussion and arbi- 
tration in such cases, more and more county medical socie- 
ties are providing grievance committees for this purpose. 


History of Grievance Committees 


Perhaps the earliest committee created for the purpose of 
settling grievances was established 81 years ago by the 
Massachusetts Medical Society as a committee on ethics and 
discipline; it still is functioning. The Minnesota State Med- 
cal Association established such a group in 1936, but not 
until 1947, when the Colorado State Medical Association 
formed a grievance committee and urged the public to take 
advantage of its services, did the idea begin to spread. Two 
years later, an Oklahoma committee was met with such 
enthusiastic reception by the public and the lay press that 
the American Medical Association investigated the effective- 
ness of this and the Colorado committees, and officially ap- 
proved the movement and urged state societies to establish 
gtievance committees to hear and settle complaints. 

In Texas, the board of censors at the local level, and the 
Board of Councilors at the state level, traditionally have 
been the “grievance committees,” but the Constitution of 
the Texas Medical Association made no provision for han- 
dling of grievances of the general public until about 1951 
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when a state-level Public Grievance Committee was set up. 
It was authorized only briefly, until it was realized that 
there was no need for a group to overlap the duties of the 
Board of Councilors. In* 1952, it was included in the Con- 
stitution that county societies should have a public griev- 
ance committee to consist of 3 or more members appointed 
by the president of the society, each with a 3 year term of 
office, and arranged insofar as possible so that terms would 
overlap. 


Texas Committees in Action 


Just how widespread is the work of the grievance com- 
mittee in Texas? Are many cases handled? Does their 
mere existence bring about complaints? And if they are 
composed of doctors, do ethical physicians rule against their 
colleagues? These are some of the things that the Journal 
has tried to find out. A questionnaire on the subject was 
sent to all secretaries of county societies in Texas (there are 
115), and 39 replies had been received at the time this 
atticle was written. Thirty of these indicated that their 
society did have a functioning grievance committee, but it 
is noteworthy that only 8 groups had more than 1 case 
during the past year. The Secretary of the Hill County So- 
ciety commented, “There is no need [for a grievance com- 
mittee} here in our small community, but to have the ma- 
chinery set up is a good thing.” In Camp-Morris-Titus 
Counties Society, the lone complaint was from a victim of 
chronic paranoid schizophrenia who believed local doctors 
were trying, to poison him. 

The number of grievances reported to be handled annual- 
ly are as follows: Brazos-Robertson, 1-2; Camp-Morris- 
Titus, Denton, Comal, Lampasas-Burnet-Llano, Grayson, An- 
derson-Houston-Leon, 1 each; Webb-Zapata-Jim Hogg, 1 in 
the past 2 years; Gregg, “several”; McLennan, 5-6; Andrews- 
Ector-Midland, 6; Travis, 4-12; Bexar, 5-10; Tarrant, 12; 
Harris, 30-35; Dallas, 50. 

Concerning publicity for the grievance committees, in no 
societies are the names of the committee members made 
public, but 8 groups publicized the fact that a grievance 
committee had been appointed at the time it was initiated. 
In only 4 areas, however, does the committee receive pe- 
riodic publicity to keep the community aware of its exist- 
ence. Even though some societies report that the grievance 
committee often finds the physician at fault and that suita- 
ble corrective action is taken, these actions never are made 
public. The executive secretary of the Bexar County Med- 
ical Society, explained this, “Corrective action [is taken, 
but] not made public since the complaints were not made 
public.” In Harris County, no findings are “made public,” 
but at times it is necessary for the complainant to be ad- 
vised that “appropriate action has been taken.” Andrews- 
Ector-Midland Counties Society sends a letter to the patient 
only, and explains the findings of the committee and the 
action taken. In Travis County, the executive secretary says 
that when physicians have been found at fault, they have 
agreed to abide by the ruling of the committee; there has 
been no publicity. 


Most of the complaints involved fees, and often all that 
is necessary is an itemized account of the charges. (In Harris 
County, complaints alleging overcharge are referred to the 
adjudication board.) When the committee believes a physi- 
cian to be at fault, a reprimand is given or other action is 
taken, such as putting the doctor on probation. Proponents 
of grievance committees say that such actions breed confi- 
dence in the public; when actual injustices occur, appeal to 
a committee is useless unless the complainant can be assured 
a fair hearing. 


In no instance did a society report any conflict between 
the grievance committee and the board of censors. 
What of the committee’s set-up? Who sits on the com- 
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mittee, and for how long? How much time do members 
spend in hearings? 

In 23 societies responding to the questionnaire, the mem- 
bers of the grievance committee are appointed by the presi- 
dent. Three societies elect grievance committee members. In 
1 society, the last 5 living presidents compose this committee; 
in 1 society they are appointed by the secretary-treasurer; 
and in 1 society the group as a whole sits as a grievance 
committee. Most (20) of the responding societies have 3 
doctors on the committee, membership in other societies 
ranges from 2 to 15. In general, terms are from 1 to 3 
years, and are set up on an overlapping basis. 

Time spent by the committee in hearings varies widely; 
in large societies where many cases are investigated, mem- 
bers may spend from 40 to 65 hours per year in hearings. 
Where only a few cases are considered each year, the time 
spent may be only 2 or 3 hours annually. 

Most secretaries who responded to the questionnaire be- 
lieved that the committee had produced desirable results in 
their communities. The secretary of Washington-Burleson 
Counties Society answered “no” to this question, and ex- 
plained, “No one but the profession knows of it.” A few 
other secretaries checked “no” to this question, but offered 
no explanations. 

McLennan, Tarrant, Harris, and Dallas Counties Societies 
have had letters from persons whose grievances were heard, 
expressing thanks and satisfaction with the handling of the 
cases. Harris County Society reports that the few who are 
unhappy state that they could not expect a “fair hearing” 
from a committee composed entirely of physicians. 

But what of the societies that have no organized com- 
mittee to deal with complaints? So far, report these groups, 
no complaints have been received except those that are 
taken up with the individual doctor. The secretary of the 
Anderson-Houston-Leon Counties Medical Society explains 
that his group get about 1 complaint a year, and that the 
board of censors acts as a grievance committee in these cases. 


School of Aviation Medicine 
Hosts Bexar County Society 


The October meeting of the Bexar County Medical So- 
ciety was held at Randolph Air Force Base in conjunction 
with the School of Aviation Medicine, San Antonio. The 
executive secretary of the society reports that there was an 
unusually large attendance, both of military personnel and 
civilian doctors. 

The program, a symposium on atherosclerosis, included 
3 presentations by personnel of the School of Aviation Med- 
icine and an address by Dr. Frederick J. Stare, Harvard 
University School of Public Health, Boston. 

Cocktails and dinner were served. 


* District Societies 


Dr. Kerr to Speak 
At District Meeting 


The Twelfth District Medical Society meeting will be 
held January 14, 1958, at the First Methodist Church in 
Corsicana. The program is as follows: 


Management of Complications of Hiatal Hernia—Dr. Robert R. Shaw, 
Dallas. 

Kidney Trauma—Dr. Harry M. Spence, Dallas. 

Why Nort Transfusions?——-Dr. Harry M. Spence, Dallas. 

Meningitides in Children—Dr. Edward L. Pratt, Dallas. 

Endometrial Carcinoma—Dr. William P. Devereux, Dallas. 

Management and Diagnosis of Nephritis—Dr. John A. James, Dallas. 


A luncheon will be held, and Dr. Denton Kerr, Hous- 
ton, will give the address. 
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Doctors’ Wives Aid 
In Legislative Programs 


Aside from the actual practice of medicine, legislation is 
one of the most important problems with which the medical 
profession is concerned. The Woman’s Auxiliary to the 
Texas Medical Association is well aware of this. In some 
instances the women are even more conscious of the neces- 
sity of being informed on the current activities of our law- 
making bodies than are the doctors. 

The Auxiliary makes every effort to supply information 
to the component groups and to make each individual mem- 
ber feel her own responsibility for becoming informed on 
legislative topics. Educational pamphlets are distributed 
throughout the state, and the regular reading of national 
newsletters is stressed. Often, time is set aside at Auxiliary 
meetings for discussion of pending legislation. 

By being informed, the women of the Auxiliary are ready 
to help their husbands whenever they are called upon, 
whether it be sending telegrams or performing any other 
tasks that might be assigned. They can make their influence 
felt in their communities by selling poll taxes, seeing that 
hospitalized persons obtain absentee ballots, or rounding up 
persons to attend precinct meetings. One auxiliary invited 
prominent townswomen to a panel discussion on legislative 
matters, and explained the whys and wherefores of their 
views. When a physician is unable to be active in his 
county medical society, his wife can compensate by working 
right at home with information learned at her Auxiliary 
meeting. 

The complex character of the bills which will be intro- 
duced in the session of Congress starting in January, 1958, 
make it imperative that all 5,000 Auxiliary members be 
completely informed as to the object and complete effect 
of these measures. The women are just as interested in H.R. 
9467, the Forand bill which provides for free hospitaliza- 
tion and surgical care for Social Security beneficiaries, as the 
men, and they will be ready to act in an intelligent manner 
when the time comes. 

All county presidents, legislative chairmen and program 
chairmen are being urged to be present at the Symposium 
on Legislation sponsored by the Council on Medical Juris- 
prudence on January 18, 1958, in Austin. It is hoped that 
at least one representative from each local Auxiliary will 
attend to gain firsthand knowledge, to make personal con- 
tact, and to question legislative authorities, and thus develop 
political acumen to help preserve the private practice of 
medicine. 

—Mkrs. G. G. ZEDLER, Austin. 
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Third Vice-President, Mrs. Richard L. Hudson, Corpus Christi; 
Fourth Vice-President, Mrs. H. O. Padgett, Marshall; Fifth 
Vice-President, Mrs. O. N. Mayo, Brownwood; Treasurer, 
Mrs. William C. Barksdale, Borger; Recording Secretary, Mrs. 
Harold Lindley, Pecos; Corresponding Secretary, Mrs. J. 
Franklin Campbell, Fort Worth; Publicity Secretary, Mrs. 
F. C. Lowry, Austin; Parliamentarian, Mrs. Ramsay H. Moore, 
Dallas; Executive Secretary, Miss Hazel Casler, Austin. 
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DR. EUGENE J. IRVINE 


Dr. Eugene Judson Irvine, Dallas, Texas, died September 
30, 1957, of coronary thrombosis in Dallas. 

He was born October 14, 1881, in Garrett, to John 
Thomas and Nannie D. (Hall) Irvine. He received his 
preliminary education from Ferris Institute, Ferris. After he 
was graduated from Louisville Hospital and Medical College 
in Kentucky in 1908, he remained there for an internship. 
Dr. Irvine did postgraduate work at Tulane University, New 
Orleans. He began practice in Hugo, Okla., where he was 
one of two doctors who made the highest grade to that time 
in the examination for a state license. In 1910, he moved 
to Dallas where he continued practicing until his death. He 


DR. EUGENE J. IRVINE 


served as first lieutenant in the United States Army in World 
War I. 

Dr. Irvine was a member of the Texas Medical Associa- 
tion, American Medical Association, and Dallas County 
Medical Society. 

Dr. Irvine and Miss Jessie Kelley of DeLeon were mar- 
ried in Durant, Okla., on February 22, 1954. Survivors 
are his wife and two sisters, Mrs. Wilburn Speer and Mrs. 
G. L. Fetzer, both of Dallas. 


DR. ELISHA S. GORDON 


Dr. Elisha S. Gordon, Dallas, Texas, died October 4, 1957. 
Born in 1877 in Ovilla, Ellis County, he was the son of 
Elisha and Rebecca (Lancaster) Gordon. He was gradu- 


ated from the University of Texas School of Pharmacy, then 
in Galveston, in 1897 and from the old Southwestern Uni- 
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versity Medical College in 1906. He interned at St. Paul’s 
Hospital, Dallas, and did postgraduate work at the Uni- 
versity of Pennsylvania and Harvard University. After his 
internship, he began practice in Dallas and taught at the 
old Southwestern University Medical College for a number 
of years. In 1922, he joined the staff of the Dallas Medical 
and Surgical Clinic. 


He was a member of the Dallas County Medical Society, 
the American Medical Association, and the Texas Medical 
Association, of which he was elected an honorary member 
in 1948. He belonged to the Lakewood Country Club and 
the Baptist Church. 

Dr. Gordon’s wife died in 1955. He is survived by two 
sons, Manley Gordon, Dallas, and James E. Gordon, Waco, 
and three grandchildren. 


DR. D. J. R. YOUNGBLOOD 


Dr. Daniel Joel Raymond Youngblood, Breckenridge, Tex- 
as, died of arteriosclerosis August 8, 1957, in Fort Worth. 


Dr. Youngblood was born September 23, 1870, in Green- 
ville, S. C., son of William F. and Cynthia Ann (McKin- 
ney) Youngblood and attended Italy Junior College, Italy, 
Texas, and Baylor University, Waco, before entering the 
medical department of the University of the South, Sewanee, 
Tenn., and later the Physicians and Surgeons College (now 
Emory University School of Medicine) in Atlanta. He was 
graduated at Atlanta in 1904 and began his medical practice 
in Brandon, where he remained 16 years. He moved in 
1920 to Breckenridge, where he continued to practice until 
his retirement in 1955. 


He was a member of the Texas and American Medical 
Associations through the Hill or Eastland-Callahan-Stephens- 
Shackelford-Throckmorton Counties Medical Society and 
served as secretary of the latter group from 1933 until 1949. 
The society unanimously voted a resolution of thanks for his 
years of service in 1950 when he resigned his duties to be- 
come president. He also was a thirty-second degree Mason 


and a member of the Shrine, the Lions Club, and the Baptist 
Church. 


Dr. Youngblood took postgraduate work in the Chicago 
Eye, Ear, Nose, and Throat College, Illinois Post Graduate 
School of Medicine, New York University Post Graduate 
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School of Medicine, and the University of Austria Medical 
School and Hospital, Vienna. 

On May 4, 1925, Miss Hesper Thorton and Dr. Young- 
blood were married in Atlanta. She survives, as do a son, 
R. L. Youngblood, Houston; two daughters, Mrs. James 
Hellinghausen, Dallas, and Mrs. Winton Smith, Greggton; 
three brothers, J. H. Youngblood, Waco; Cleveland Young- 
blood, Dallas; and Herman Youngblood, Corsicana; a grand- 
son; and three great grandchildren. 


DR. R. N. WALKER 


Dr. Robert Nichols Walker, Celina, died of coronary 
occlusion in a Dallas hospital on August 19, 1957. 

Dr. Walker was born October 12, 1878, in Whitewright, 
and was the son of Asa and Mary (Browning) Walker. 
He attended Grayson College in Whitewright and was grad- 
uated from the University of Louisville School of Medicine, 
Louisville, Ky., in 1903. He then moved to Celina where 
he practiced until 1951. 

He was a member of the Texas and American Medical 
Associations through the Collin County Medical Society, and 
served as elder of the Presbyterian Church in Celina. 

Miss Janie Perkins and Dr. Walker were married in 1904 
in Celina. She survives, as do his three children, Nolan 
Walker, Celina, and Mrs. Cecil Sonntag and Mrs. Burnett 
Cox, both of Dallas. 


DR. G. H. SPURLOCK 


Dr. George Herschel Spurlock, Houston, Texas, died Sep- 
tember 8, 1957, of heart failure at his home. 

He was born April 17, 1876, in Spurger, and was the 
son of Patrick Henry and Eliza Jane (Collier) Spurlock. 
After attending public schools in Spurger, he was graduated 
from Memphis Hospital Medical College, Tenn., in 1902 
and Tulane University School of Medicine in 1913. He did 
postgraduate work at Harvard Medical School, in New York, 
and at the Mayo Clinic. Dr. Spurlock practiced for 3 years 
in Doucette and 7 years in Kirbyville. He moved to Hous- 
ton in 1913 and practiced there until his retirement in 1950. 
During World War I, he was a naval reserve officer with 
the rank of first lieutenant. 
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He was a member of the staff of Memorial Hospital, 
which he served as president for 1 year, and a member of 
the visiting staffs of Methodist and St. Joseph’s Hospitals. 

Dr. Spurlock was a member of the Texas and American 
Medical Associations through the Harris County Medical 
Society, a fellow of the American College of Surgeons, and 
a member of the Southern Medical Association and the 
Southern Obstetrical and Gynecological Association. In 
1951, he was elected an honorary member of the Texas 
Medical Association. He was a Scottish Rite Mason and 
belonged to the Shrine. He also was a member and former 
deacon of the South Main Baptist Church and a member 
of Phi Beta Pi medical fraternity. 

Dr. Spurlock was married to Miss Alvah Salter in 1904, 
in Warren. Survivors include Mrs. Spurlock; two brothers, 
Dr. B. H. Spurlock, Macon, Ga., and C. S. Spurlock, Hillis- 
ter; and a sister, Mrs. A. P. Sheffield, Spurger. 


DR. A. F. GARNER 


Dr. Albert Franklin Garner, who practiced medicine in 
Grandview, Texas, from 1911 until his retirement 2 years 
ago, died in Arlington August 17, 1957, of complications 
from a broken hip. 

He was born June 13, 1865, in Newton County, Mo. He 
attended public schools and a Baptist college in Pierce City, 
Mo., before entering the Missouri Medical College, St. Louis, 
from which he was graduated in 1889. He began his prac- 
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tice that year in Missouri, but moved in 1890 to Boonsville, 
Texas. He also practiced briefly in Springtown, Bridgeport, 
and Cleburne before settling in 1911 in Grandview. 

He was elected to honorary membership in the Texas 
Medical Association in 1948 after having been a member 
since 1918 through the Wise or Johnson County Medical 
Societies. He was city health officer of Grandview for many 
years, and was resident surgeon for the Missouri-Kansas- 
Texas Railroad. Dr. Garner also was active in the Baptist 
Church and was a member of the Masonic Lodge. 

He was married July 7, 1892, in Decatur to Miss Janie 
Dennis, who died March 15, 1957. 

Survivors are two sons, Gervais J. Garner, San Antonio, 
and Floyd M. Garner, Houston, and a brother, Emory L. 
Garner, Neosho, Mo. 
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